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patient from the standpoint of the cause involved. Thereafter therapy 
is directed to correct the pathologic defect. 
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these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


Therapeutic Advantages of Intermittent Traction in 
Musculoskeletal Disorders. Ennest H. BeTTMANN, 
M.D. Alternating maximum stretch and complete 
relaxation—intermittent traction—restores ana- 
tomic and physiologic equilibrium to painful or 
displaced limb and spine segments more effectively 
than does continuous traction. This essay offers 
many pointers in the use of this method. 


Therapy of Hypertensive States in Pregnancy. FRANK 
A. Finnerty, Jr., M.p. and Joacum H. Bucu- 
HOLZ, M.D. Edema, hypertension, albuminuria or 
other disorders of pregnancy suggest “toxemia of 
pregnancy.”’ This essay offers a new approach to 
classification and treatment. 


Nitrogen Dioxide Pneumonia. R. R. Grayson, M.D. 
The oxides of nitrogen and probable etiologic agent, 
in many respiratory illnesses other than “‘silo- 
filler’s disease.’’ Dr. Grayson presents a compre- 
hensive review of this increasingly important 
subject. 
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and Therapy. LEONARD CassER, M.D. An essay on 
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in the practice of medicine. 


Treatment of Leukorrhea. Ropert C. McELRoy, M.D. 
The treatment of leukorrhea begins with accurate 
identification of its cause. The author tells how this 
is accomplished and how treatment proceeds ac- 
cordingly. 


Long-Term Anticoagulant Therapy. F. Put- 
NAM, M.D. Long-term anticoagulant therapy is 
practicable in nonhospitalized patients—even in 
rural general practice. 

Anemia as Seen in a Rural Practice. J. J. KinscHEN- 

FELD, M.D. and H. H. Tew. Ezghteen per cent 

of the authors’ patients were shown to be anemic. 

These cases were analyzed according to sex and race 

incidence, and etiology. Interestingly, the NORMAL 

range of hemoglobin levels in this rural Alabama 
community was lower than that usually cited in 
texts. 
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Significant Events 


Labor Sponsors 
New Health Bill 


Congress Criticizes 
HEW and USPHS 


> HR 9467, labor's latest socialized medicine scheme, would 
provide free hospital and surgical care for retired OASI 
beneficiaries and require that all non-emergency surgery 

be done by board certified surgeons or members of the ACS. 
A top AMA official recently branded the bill "the most 
dangerous piece of medical legislation since 1949." 

Introduced August 27 by Representative Aime J. Forand 
(D-R.I.), HR 9467 provides free hospitalization, free home 
nursing care and free non-elective surgery. To finance 
payments, Forand suggests hiking the social security tax. 
He estimates that more than 12 million people would annually 
receive "medical protection payments." 

Forand, Dingell's heir apparent and labor's new legis— 
lative champion, proudly quotes AFL-CIO President George 
Meany's statement that the bill's provisions are "necessary, 
sound and enlightened." Obviously tapped to swing the 
socialized medicine mace, Forand is the fourth-ranking 
Democratic member of the powerful House Ways and Means 
Committee which will study the bill. 

Physician fees would be set by the Department of Health, 
Education and Welfare and participating hospitals would be 
required to sign a government contract. The plan would 
cover any family receiving OASI benefits and would exclude 
only persons entitled to cash disability payments. 

Other provisions of HR 9467 raise maximum monthly retire— 
ment benefits from $205 to $305. The tax base, used to 
compute social security taxes, would climb from $4,200 to 
$6,000. Employer-employee contributions would go up 
one-half of 1 per cent. 

A new AMA committee, headed by Trustee G. M. Fister, 
Ogden, Utah, will seek to rally other associations behind 
a_ "public education campaign" aimed at HR 9467. Other 
members of the committee are Drs. Francis C. Coleman, Des 
Moines, Iowa; Robert Novy, Detroit, Mich.; J. Duffy Hancock, 
Louisville, Ky. and George F. Gsell, Wichita, Kan. 


> Branding the Federal government's Salk polio vaccine pro- 
gram unimaginative and ineffective, the House Committee on 
Government Operations recently chastised the Department 

of Health, Education and Welfare and its subordinate agency, 


the United States Public Health Service. The official 
statement is based on a report prepared by a subcommittee 
on intergovernmental relations. 


Specifically the report charges that the two agencies 


loosely handled more than $50 million appropriated for 
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Canadian Plan 
Insures Drugs 


Fall Conference 
Attracts Many 


General Practitioners 
Get MOS Numbers 


for Flu Manchu 


Intradermal Shots 


vaccine purchases. Further, the report points out, they 
failed to guard against possible antitrust law violations. 
The most scathing of two concluding recommendations urges 
the USPHS to "provide more vigorous encouragement and assist-— 
ance to states and localities where vaccination programs 
have lagged." 


> Druggists in Windsor, Ont., will soon launch a unique 
prescription insurance plan that will cost the average sub-— 
scriber $10 a year. A three-month trial period, limited to 
1,000 subscribers, starts January 1. Sixty Windsor pharma- 
cists will fill prescriptions presented by Windsor and 
Essex County residents. Prescription Services, Inc., a 
non-profit corporation formed by the sponsoring druggists, 
will administer the program. 

Under the plan, available to both individuals and groups, 
a married male participant pays 95¢ a month for himself, 
95¢ for his wife, 65¢ for the first child, 55¢ for the 


second child, and 45¢ for the third child. There will be 
no charge for additional children. Prices will be based 


on a list established by the Canadian pharmaceutical code. 


> More than 130 members attended the September 22 State 
Officers' Conference at the headquarters office. Many also 
registered for the state chapter editors' meeting and the 
First Annual Symposium on Infectious Diseases. For details 
of all three sessions, see the special last-minute insert 
following page 196. 

While six antibiotic experts highlighted diagnostic and 
therapeutic techniques, state chapter editors had their 
publications evaluated by an associate professor of 
journalism. The following day, state chapter officers 
discussed subjects ranging from hospitals and education 
to insurance and clinical research. 


> Major General S. B. Hays, surgeon general of the Army, 
has advised Academy President Malcom E. Phelps that steps 
are being taken "to establish appropriate MOS classifica- 
tions" for general practitioners who have completed a gen- 
eral practice residency. The "MOS" abbreviation is for 
"Military Occupational Specialty." 


> GP's medical editor reports that with Asiatic influenza 
vaccine in short supply, many physicians have been giving 


the vaccine intradermally. This entails two 0.l-cc. doses, 
given ten days apart. This method, he reports, is expected 
to provide an antibody titer at least as high as that 
provided by a single injection of 1.0 cc. of vaccine sub- 
cutaneously. Obviously it would increase availability of 
the vaccine five-fold. 
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John W. Frost, M.D. collaborated with Manfred I. Goldwein, M.D., a graduate 
of the University of Vermont College of Medicine, on this month’s “Practical 
Therapeutics” article, “Physiologic Approach to the Treatment of Anemia.” A 
graduate of the University of Pennsylvania School of Medicine, Dr. Frost took 
both his internship and residency training at the University of Pennsylvania Hos- 
pital in Philadelphia. At present, he is assistant professor of clinical medicine at 
that university’s medical school. He has been certified by the American Board of 
Internal Medicine and is also a fellow of the American College of Physicians. Dr. 
Frost is 37 years old. Page 124 


This Month's Authors 


Edward F. Lewison, M.D. is a Johns Hopkins graduate. In addition to an 
internship and assistantship there, he has served asa surgeon in the Johns Hop- 
kins Hospital and as assistant professor of surgery in the school of medicine. 
Author of “Chronic Cystic Mastitis,”” Dr. Lewison has a private practice in sur- 
gery and oncology in Baltimore and has done both clinical and research work on 
diseases of the breast. He is on the Maryland Board of Directors of the American 
Cancer Society and is co-director of the Sinai Hospital Tumor Clinic. A lieutenant 
colonel in the Medical Corps in World War II, Dr. Lewison is a fellow in the 


Manvel E. Lichtenstein, M.D. is currently professor of surgery at the Cook 
County Graduate School of Medicine, Chicago, and associate professor of surgery, 
Northwestern University School of Medicine. In addition to these teaching posi- 
tions, Dr. Lichtenstein is also attending surgeon at several Chicago hospitals, 
including Cook County, Michael Reese and Norwegian American. Author of 
“Surgery of the Biliary Passages,” he is a graduate of both the University of 
Chicago and Rush Medical College. During World War II, Dr. Lichtenstein 
served as chief of surgery of the 16th Evacuation Hospital, attached to the 5th 


American College of Surgeons and the Royal Society of Medicine. 


Army. He is slated to speak at the 1958 AAGP Assembly. Page 114 


Max Michael, Jr., M.D., author of “The Patient with Fever of Unknown 
Origin,” is director of medical services at Maimonides Hospital of Brooklyn. He 
received his degrees from the University of Georgia and from Harvard. After serving 
an internship at the Peter Bent Brigham Hospital in Boston, Dr. Michael served 
as an assistant resident in medicine at Johns Hopkins. Following a captaincy in 
the Medical Corps, he was a fellow in medicine to the associate professor of 
medicine, Emory University. Dr. Michael formerly served 2s chief of medical 
services, VA Hospital, Atlanta, and at present is also professor of medicine, State 
University of New York College of Medicine in New York City. Page 74 


Edward Settel, M.D., recipient of a Ross Award in 1956, again draws upon his 
experience in geriatric research at the Forest Hills Nursing and Rehabilitation 
Center for his article, “Treatment of the Agitated Senile Patient with Proma- 
zine.” An Academy member, Dr. Settel graduated from Long Island College of 
Medicine, and for 17 years has been in general practice in Brooklyn. Dr. Settel 
served his internship at the Jewish Hospital of Brooklyn. For the last five years, 
he has had a particular interest in geriatrics and has even madea hobby of geriatric 
pharmacology. Also included in Dr. Settel’s list of hobbies are oil painting, 


traveling and golf. Page 107 — 


17 


| 
| 
| 
| 
| 
| 
| 
| 
| 


Orinase 
Prescription 
Information 


Dosage: Patients responsive to Orinase 
may begin therapy as follows: - 


First day 

900000 
@@ 


Usual maintenance dose 1 Gm. 
(must be adjusted to patient’s response) 


To change from insulin to Orinase: 
If previous insulin dosage was 
less than 
40 u./day . . . reduce insulin 30% to 
50% immediately; 
gradually reduce insulin 
dose if response to 
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more than 
40 u./day . . . reduce insulin 20%, 
immediately; carefully 
reduce insulin beyond 
this point if response to 
Orinase is observed. 
In these patients, 
hospitalization should be 
considered during the 
transition period. 
Caution: During the initial “test” period 
(not more than 5 to 7 days), the patient 
should test his urine for sugar and 
ketone bodies three times daily and 
report to his physician daily. For the first 
month, he should report at least once 
weekly for physical examination, blood 
sugar determination, and white cell 
count (with differential count, if 
indicated). After the first month, the 
patient should be seen at least once a 
month, and the above studies carried out. 


It is especially important that the patient, 
because of the simplicity and ease of 
administration of Orinase, does not 
develop a careless attitude (“cheating” 
on his diet, for example) which may 
result in serious consequences and 
failure of treatment. 


Supplied: In 0.5 Gm. scored tablets, 
bottles of 50. 
Complete literature available on request. 
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Yours Truly. 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


The “Salk” Rush 


Dear Sirs: 

When the press publicized the Salk story, politicians, 
disregarding the cost to taxpayers, rushed in, taking ad- 
vantage of public hysteria. The Public Health Service, un- 
der the direction of the National Institutes of Health, as- 
sumed full responsibility for processing and manufacturing 
and appropriated $53 million for the free distribution of 
the Salk vaccine. 

Six companies were originally licensed to manufacture 
the vaccine; one of the six never started production. The 
Cutter Laboratories, after certain tragic happenings, did 
not resume production. The Parke-Davis Company, in the 
fall of 1955, recalled their vaccine from the market because 
its safety could not be guaranteed. Approximately six 
months later they resumed production of the vaccine under 
a revised method of processing. They found supplementary 
ultraviolet irradiation most successful in killing live viruses 
and “Phemerol an effective preservative without adversely 
affecting the potency of the vaccine.” The Parke-Davis 
vaccine is not a true Salk-type vaccine, but an ultraviolet 
vaccine. 

This is the second time the National Institutes of Health 
has pleaded with the medical profession to come to their 
rescue and restore the public’s faith in the Salk poliomye- 
litis vaccine. 

If the vaccine had not been prematurely produced, and 
had been supervised by the medical profession, as other 
immunization agents, this would not have happened. 

The value of certain batches of the vaccine is unques- 
tionable, but failure on the part of PHS to see that each 
batch of vaccine released came up to the same potency 
standards, is largely responsible for the public losing faith 


in its value. 


GP 1957 


In 1956 there were over 100 vaccine failures reported 
from various parts of the United States, in individuals who 
had received three polio vaccine injections at the recom- 
mended time intervals. 

Among these failures were many paralytic as well as 
three bulbar and two bulbospinal types; two of the five 
bulbar cases were fatal. 

The National Foundation for Infantile Paralysis and 
national and state health employees publicized the follow- 
ing slogans and statements: 

1. The vaccine prevents paralysis . . . it is safe . . . there 
is lots of it . . . Don’t delay. 

2. Tell your patients over and over again that the Salk 
vaccine is effective in preventing paralytic polio. 

3. The vaccine is most effective against the bulbar or 
respiratory types of the disease; the types most likely to 
be fatal. 

The public is being misled regarding the value and effi- 
ciency of the present Salk polio vaccine, which is govern- 
ment purchased, many batches are ineffective, prematurely 
produced and fast becoming outdated. 

The public, to obtain information regarding the value of 
the vaccine, should read the February, 1957 issue of The 
Atlantic—‘How Good Is Polio Vaccine?”—written by Dr. 
David D. Rutstein, professor of preventive medicine, Har- 
vard Medical School. Dr. Rutstein’s partial conclusions 
follow : 

“Summarizing the evidence through the Autumn of 
1956, we can draw the following conclusions: 

“The modified polio vaccine manufactured and distrib- 
uted after November 1955, has been safe for all practical 
purposes, but varies from batch to batch in its ability to 
produce protective substances. 

“The failure of this vaccine to prevent disease and at 
times death in certain vaccinated individuals and its appar- 
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release. 
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less coughs without interfering _ 
with the protective cough mech- 
anism. 

Over 12,000 clinical observa-. 
tions |: 3.4 demonstrate its wide 
field of usefulness in ages rang- _ 
ing from 3 months to more _ 
than 70 years. 
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Stock bottle of 100 Stock bottle of 16 oz. 


SUGGESTED DOSE One tablet or teaspoon (Sec) q12h. Rx only. Class B taxable narcotic. 
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ent inability to reduce the number of carriers clearly indi- 
cates that polio will not be ‘wiped out’ by this vaccine.” 
To maintain a high level of protection in those individu- 
als already successfully immunized, it is imperative to de- 
termine when booster doses of the vaccine will be necessary. 
The medical profession has endorsed the mass immuniza- 
tion program of the Salk poliomyelitis vaccine, the only 
vaccine available at the present time for use by the public, 
with the exception of the Parke-Davis poliomyelitis vaccine. 
C. C. McLean, M.D. 
Birmingham, Ala. 


Aussie Medical System Growing 


Dear Sirs: 

Some three years ago I had the privilege of visiting your 
Headquarters in Kansas City, while on my way to a meet- 
ing of the World Medical Association. I now have the 
honour of being WMA vice-chairman of council. 

While with you, I gave a short account of the medical 
service in Australia. This form of service in which the gov- 
ernment subsidizes the benefits paid out by voluntary medi- 
cal benefits societies—that is, the patient must join volun- 
tarily a mutual medical and/or hospital benefit society—is 
still proving most effective and is popular with both patients 
and doctors. 

It is gradually growing so that at present about 70 per 
cent of the whole population is covered and it still con- 
tinues to grow. 

Ever since my visit you have been kind enough to send 
me your monthly magazine, a service which I greatly ap- 
preciate. As a general practitioner, I do not hesitate to say 
that it is one of the best journals published. Friends to 
whom I give the magazine after I have read it, agree with 
my views. 

I have now changed my address and would appreciate 
receiving GP there. 

I hope that one day in the near future, I again may have 
the pleasure of visiting your Headquarters and renewing 
acquaintances. 

L. R. MALLEN, M.D. 
Urrbrae 


Adelaide, South Australia 


Opening in New Hampshire 
Dear Sirs: 


I am writing to acquaint you with our medical situation 


in the Baker River Valley of New Hampshire. This area 


comprising three or more towns has no resident physician. © 


About a year ago we decided that the only way we could 
attract a good resident physician was by building a health 
center. Through the efforts of the people we were able to 
raise well over $10,000. With this we renovated an aban- 
doned railroac’ station to provide modern facilities for two 
physicians. 

The building was newly wired, a new heating system in- 
stalled, and plumbing was expanded and modernized. We 
received a gift of over $10,000 from a trust fund, and some 
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$8,000 of this was used to purchase medical equipment and 
supplies, including x-ray. In short, we have established 
the first unit of this type in our state. 

Our problem now is to obtain one or two qualified ambi- 


‘tious young doctors who desire a general practice in a 


rural area. 
‘THEODORE MARSTON 
President 

Mount Mooselaukee Health Center Inc. 

Warren, N. H. 

Ideal Setting 

Dear Sirs: 


I have a general practice available at Marseilles, Ill., 
(pop. 5,000) 70 miles southwest of Chicago, located within 
a rich farm belt adjacent to the Illinois River. Marseilles 
which is five miles from Ottawa, the county seat, has three 
local industries, the major one a National Biscuit factory. 

Hospital facilities are at Ottawa, at the Ryburn Memorial 
Hospital (200 beds), an institution which has excellent 
surgical facilities, a full-time radiologist and a part-time 
pathologist. 

Mine is an active, well-organized practice with local lab- 
oratory and x-ray equipment and professional nursing help. 

A starting arrangement of about $12,000 a year is offered 
with chance for a percentage the second and third year and 
full-time partnership the fourth year or sooner, if desired. 
If interested please state full name, address, age, religious 
preference and family status. 

JED JOHNSON, M.D. 
Marseilles, Ill. 


From Army to AAGP 


Dear Sirs: 

Please send GP, starting with the first issue of the present 
volume. 

I am not a member of the AAGP though I have hopes of 
becoming one in the near future. At present I am stationed 
at the U.S. Army Hospital, Fort Rucker, Ala. where I am 
assuming the duties as Aviation Medical Officer. 

Capt. CHartes A. WILKINSON, M.C. 
Fort Rucker, Ala. 


Associate Wanted 


Dear Sirs: 

I wonder if one of your esteemed readers would be in- 
terested in settling here in Chicopee Falls, Mass. where I 
need an associate for my general practice. It appears that 
I cannot handle the demands of my patients all the time 
and two of us would enjoy the work more and have time 
off for recreation, study, sports and community activities. 
There is at present a shortage of general practitioners in 
this community and there are many good hospitals, cultural 
and social opportunities. 

Grorce Vasu, M.D. 
Chicopee Falls, Mass. 
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¢ Delay in wound healing 
e Changes in peripheral blood picture 


. 1° Hemorrhage, hematoma or petechiae 
With No Danger Of e Granulomas at injection site 
e Chills, cyanosis or allergic reaction 
e Aggravation of infection 


VARIDASE 


in tramus CU lar Streptokinase-Streptodornase Lederle 


Intramuscular VARIDASE accelerates resolution of inflammation 
at almost any site in the body. Provides unsurpassed proteolytic 
therapy in many inflammatory conditions such as: trauma; abscesses; 
cellulitis; thrombophlebitis; epididymitis; decubitus; diabetic and 
varicose ulcers; hemarthrosis; iridocyclitis; and sinusitis. 


Easy-to-prepare—Simple mixing instructions in the package 
literature 


Easy-to-use— Water soluble—(no oil)—minimizes injection pain 
... eliminates oil-sensitivity reactions 


1. Miller, J. M.; Surmonte, J. A.; Ginsberg, M., and Ablondi, F. B.: Post- 
graduate Medicine 20:260 (Sept.) 1956. 


t Lederte) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
*Reg. U. S. Pat. Off. 
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Handled with Care 


Dear Sirs: 

Thank you very much for your letter and the honorarium 
for our article, ‘Postoperative Care of the Patient with a 
Chronic Respiratory Disease,” which was published in the 
June GP. The honorarium has been handed to The Mason 
Clinic and will be used to defray the cost of writing and 
editing this article. The article was very well handled and 
we appreciate the effort which went into it. 

Daniet C. Moore, M.D. 
Seattle, Wash. 


Nomination from Thailand 


Dear Sirs: 

I am very much interested in becoming a member of the 
American Academy of General Practice and would like to 
subscribe to GP. 

I am the Deputy Surgeon General of Royal Thai Air 
Force, Bangkok, Thailand. I was graduated in 1937 from 
the medical school in Bangkok and trained in your country 
from 1948-51. I used to come to your country for refresher 
courses almost every year. 

Please let me know if it is possible to become a member. 
I will be leaving the United States and returning home 
this month. 

T. TRAGOOL, M.D. 
Bangkok, Thailand 


A membership classification chart and a nomination for 
membership form, along with pertinent data concerning the 
Academy has gone out to Dr. Tragool. The Academy's Com- 
mission on Membership and Credentials will act upon his 
nomination within the next few weeks —PUBLISHER 


Planning a “Repeat” 


Dear Sirs: 
This is to thank you for the generous and favorable edi- 

torial comment in the May issue of GP as well as your gen- 

erosity in sending us several copies. We are passing these 

around to senior officers of the company and I am sure it 

will be helpful in persuading them to repeat the magazine 

message concerning general practitioners another year. 
W. P. SHEPARD, M.D. 
Second Vice President 

Health and Welfare 

Metropolitan Life Insurance Company 

New York, N. Y. 


A Special Precept 


Dear Sirs: 

While here in Hampton, Iowa on a preceptorship with 
Dr. D. K. Benge, an AAGP member, I have been reading 
your excellent magazine and have decided that I would like 
it ‘or myself. I do not know whether you provide a reduced 
subscription rate for medical students, as some of the 
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journals do. However, in either case I would like to sub- 
scribe at the rate applicable to me. Will you send GP to me 
at my home address (the address is attached). If it is pos- 
sible start with the July, 1957 issue so I can keep a com- 
plete set of volumes from that date on. 

Jay H. Anderson 

Senior Medical Student 
State University of Iowa 
College of Medicine 
Iowa City, Iowa 


A subscription to GP, beginning with the July issue, will be 
sent to New Reader Anderson at the applicable rate—$5. 
— PUBLISHER 


To the Rescue 


Dear Sirs: 

Herewith is the February, 1953 issue of GP, the best 
medical magazine for doctors in the world. I have every issue 
since it was published and will be willing to share back 
issues if you have any other calls. 

H. J. BoNNSTETTER, M.D. 
Kenedy, Tex. 


Several editions of GP are in short supply—among the 
critical ones are the February, 1953 issue which Dr. Bonn- 
stetter has obligingly sent along. A dozen or so other readers of 
our ad (page 236, June, GP) have also responded to our re- 


quest for copies. —PUBLISHER 
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Bidrolar ... combines a natura/ laxative 
with an effective stool softener 
Bidrolar is effective combination therapy without the use of 


irritating bowel evacuants ... and without the disadvantages and 
lack of peristaltic effect noted with the use of stool softeners alone. 


Bidrolar provides ox bile, a natural peristaltic stimulant that produces 
laxation without irritating the bowel . . . and dioctyl sodium 
sulfosuccinate, an effective stool softener that keeps feces 

soft for easy evacuation. 


Bidrolar stimulates the liver to increase the free flow of bile 
which in turn promotes natural hydration of the stool. 


Each Bidrolar tablet contains: Dioctyl Sodium Sulfosuccinate 
40 mg. and Ox Bile Extract 60 mg. 


Supplied in bottles of 30 and 100 tablets. 


Bidrolar 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 
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PERSONALITIES 


IN THE MEDICAL NEWS 


Harold S. Diehl, M. D. 
For a Dean—A New Post 


For 22 years, Dr. Harold Diehl has been dean of the University of 
Minnesota College of Medical Sciences. On November 1, the dean 
will leave Minnesota to accept a new post—that of senior vice 
president for research and medical affairs and deputy executive 
vice president of the American Cancer Society. This newly created 
position, a step taken to “speed up the attack on cancer,” is con- 
cerned primarily with policy and planning. Dr. Diehl, an outstand- 
ing administrator, has been one of the nation’s top men on mili- 
tary medicine matters in recent years. He has been vice chairman 
of the Health Resources Advisory Committee and of the National 
Advisory Committee for Selective Service and chairman of the 
AMA Council on National Defense. Dr. Diehl was the American 
delegate to two World Health Assemblies and has chaired the 
Minnesota state society’s hospitals and medical education com- 
mittee. He is a graduate of the University of Minnesota. 


Robert W. Wilkins, M. D. 
For a Doctor—A Gavel 


Tuis MontH, Dr. Robert W. Wilkins, Newburyport, Mass., will 
become president of the American Heart Association. Active in 
the AHA for several years, he has served as president of the Mas- 
sachusetts Heart Association and on its Board of Directors. 
Nationally, Dr. Wilkins has been on the AHA Board of Directors, 
chairman of the Circulation Section, a member of the Scientific 
Council, vice president and president-elect. A southerner who 
moved north, Dr. Wilkins received his medical degree from Har- 
vard. He has held several teaching positions at Harvard, Johns 
Hopkins and Boston University School of Medicine, where he is 
now professor of medicine. Dr. Wilkins is affiliated with two Bos- 
ton hospitals, as associate director of Evans Memorial and as as- 
sociate physician-in-chief at Massachusetts Memorial. In World 
War II, he did research on aviation medicine and invented the 
net “G” suit, parachute and harness. 
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Elmer Hess, M. D. 
For a Former President—An Appointment 


IN THE MIDsT of diplomatic reshuflling, Presi- 
dent Eisenhower faced another problem—the task of 
naming a successor to Dr. Howard Rusk as chairman 
of the National Advisory Committee to Selective Serv- 
ice on the Selection of Physicians, Dentists and Al- 
lied Specialists. As predicted, he named Dr. Elmer 
Hess, former AMA president and 1956 chief of the 
“Doctors for Eisenhower” campaign, chairman of both 
the NACSPDAS and the Health Resources Advisory 
Committee. To Dr. Hess, head of the Hess Urological 
Clinic, Erie, Pa., the role of chairman is not new. In 
addition to the AMA presidency, he has served as 
president of the American Urological Association, chair- 
man of the AMA Council on Medical Service, presi- 
dent of the Pennsylvania Medical Society and vice pres- 
ident of the Pan American Medical Association. The 
service role is familiar, too—in World War I, Dr. Hess 
served the Army Medical Corps in France. His decora- 
tions include the Silver Star with two rosettes for gal- 
lantry and the French Croix de Guerre. During the 
Korean conflict, the government sent him on a tour of 
the army medical installations in the Far East as 
civilian observer and consultant. A graduate of the 
University of Pennsylvania, the new chairman pioneered 
in ‘he development of urology as a specialty. 
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*Oct. 15-16. Minnesota chapter, seventh annval fall re- 


~ *Oet: 21-25. Medical College of Georgia and the Endo- 


On the Calendar 


Academy chapter meetings and: postgraduate courses, as 
well as other medical meetings in which general practi- 
fioners will have an interest, will appear here monthly. 


*Classified by the Commission on Education as acceptable 
for postgraduate study. credits under Category I. Members 
should report actual hours of attendance. Maximum 

hours listed when available. 


fresher, Leamington Hotel, Minneapolis. (10 hrs.) 

*Oct. 16. Delaware chapter, course on treatment of hepa- 
fitie and cirrhosis, Wilmington General Hospital, 
Wilmington. (3 hrs.) 

*Oct. 16, Hahnemann Medical College, course in abnor- 
mal gynecologic bleeding, Philadelphia. (2 hrs.) 

*Oct. 17, Nessav County (New York) chapter and Nassau 
County Medical Society, course in office gynecology, 
six Thursdays, Meadowbrook Hospital, Hempstead. 
(6 hrs.) 

*Oct. 17, Westchester County (New York) chapter, course | 
in electrocardiography, Phelps Memorial Hospital, 
North Tarrytown, N.Y. (2 hrs.) 

*Oxt. 21-23. New York chapter, annual meeting, Barbizon 
Plaza Hotel, New York City. (16 hrs.) 

*Oct. 21-23. University of Oregon, course in advances 
in medical therapy, Portland. (21 hrs.) 


erine Society, ninth postgraduate assembly in en- 
docrinology and metabolism, Augusta. (35 hrs.) 

*Oct. 21-25. New York University Post-Graduate Medical 
School, et al., course in medical aspects of work- 
men’s compensation, New York City. 

*Oct. 21-25. New York University-Bellevue Medical Cen- 
ter, course on x-ray diagnosis in obstetrics and 
gynecology, New York City. 

*Oct. 22. New York University-Bellevue Medical Center, 
course on ear, nose and throat problems in chil- 
dren, New York City. 

*Oct. 22-25. Mineis chapter, annual meeting, Hotel Leland 
and Springfield Armory, Springfield. (10 hrs.) 

*Oct. 22—Jun. 24, °58. Tulsa District (Oklahoma) chapter 
et al., lectures in basic science, 2nd and 4th Tues- | 

“days, Hillcrest Medical Center, Tulsa. (1 br. per 
lecture) 

Oct. 23. New. Hampshire chapter, annual meeting, N. H. 
Highway Hotel, Concerd. (5 hrs.) 

*Oct. 23. Stark-Carroll (Ohio) chapter, Postgraducte As- 
sembly, Canton. (7 hrs.) 

*Oct. 23. Deleware chapter, course on headaches, Wil- 
mington General Hospital, Wilmington. (3 hrs.) 

*Oct. 23. Hahnemann Medical College, course on malig- 
nancy of the reproductive organs, Philadelphia. 

*Oct. 23. Northwest Ohio Medical Association, meeting, 
Defiance College, Defiance. (6 hrs.) 

*Oct. 23-24, Georgia chapter, ninth annual meeting, Bon 
Air Hotel, Augusta. (10 hrs.) 

*Oct. 23-24. University of Buffalo, course in neurology, 
Buffalo, N. Y. 

*Oct. 25-27. University of California, course in derma- 
tology, Los Angeles. 

Oct. 25-29. American Heart Association, 30th annual 
. scientific session, Hotel Sherman, Chicago. 

*Oct. 28-30. Oklahoma City District (Oklahoma) chapter 
and Oklahoma City Clinical Society, 27th annval fall 
conference, Biltmore Hotel, Oklahoma City. (18 hrs.) 

*Oct. 28-30. University of Texas Medical Center, seminar 
on current trends in gynecology, Houston. (15 
hrs.) 


CONTINUED ON PAGE 219 
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for middle-age slowdown 


Plestran is indicated as an aid in restoration of 
vigor in middle-aged or elderly patients who com- 
plain of chronic fatigue . . . reduced vitality . . . low 
physical reserve . . . impaired work capacity . . . de- 
pression . . . muscular aches and pains . . . or cold 
intolerance. Such “signs of aging,” far from being 
due to physiologic disturbances, may often result 
from endocrine imbalance, especially gonadal and 
thyroid dysfunction.’* Plestran provides ethinyl 
estradiol (0.005 mg.); methyltestosterone (2.5 
mg.); and Proloid®* (%4 gr.)—hormones which 
help to correct endocrine imbalance and often halt 
or reverse involutional and degenerative changes.’* 


Plestran restores work capacity and a sense of well- 
being, usually within 7 to 10 days. It improves 
nitrogen balance, leads to better muscle tone and 


vigor, enhances mental alertness, helps to correct 
*Purified thyroid globulin 


osteoporosis, senile skin and hair texture changes 
and relieves muscular pain. 


The anabolic and tonic effects of the hormones in 
Plestran appear to be enhanced by combination so 
that small dosages are very effective. Combination 
also overcomes some of the disadvantages of ther- 
apy with a single sex hormone, such as virilization, 
feminization or withdrawal bleeding.° 


Dosage: Usually one tablet daily; occasional pa- 
tients may require two tablets daily, depending on 
clinical response. 


Supplied in bottles of 100 and 500. 


References: 1. McGavack, T. H.: Geriatrics 5:151 (May- 
June) 1950. 2. Masters, W. H.: Obst. & Gynec. 8:61 (July) 
1956. 3. Kimble, S. T., and Stieglitz, E. J.: Geriatrics 7:20 
(Jan.-Feb.) 1952. 4. Kountz, W. B., and Chieffi, M.: Geria- 
trics 2:344 (Nov.-Dec.) 1947. 5. Birnberg, C. H., and Kurz- 
rok, R.: J. Am. Geriatrics Soc. 3:656 (Sept.) 1955. 
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Preparations for an Influenza Epidemic 


AT THE TIME of this writing in midsummer, 1957, ear- 
nest efforts are being made to insure that everything 
will be in readiness in the event of an epidemic of in- 
fluenza in the United States this fall or winter. In a 
remarkable collaborative effort, the United States Pub- 
lic Health Service and the American Medical Associa- 
tion are preparing an educational program for phy- 
sicians and public alike. Emphasis is being given to 
preparedness at the community level. 

No one has had the temerity to speak authoritatively 
on the probabilities of an epidemic here. However, the 
rapid progression of the disease in the Far East, the 
high attack rate and the newness of the causative virus 
have made it evident that preparations cannot wait for 
the time of an outbreak. Clearly it is better in this in- 
stance to spend time and money for preparations that 
may never be needed. 

By the time this editorial appears in print, it is to 
be hoped that the preparedness program will have 
been fully effective. This implies that communities will 
be ready to readjust their activities to compensate for 
an outbreak that may involve 15 or 20 per cent of their 
population during a short time. Physicians will be able 
quickly to adapt their practices to the circumstances 
of mass illness. They and the public alike will have a 
realistic attitude toward the limitations of medical 
treatment in influenza. 

In respect to that last item, two considerations seem 
especially important—judicious use of hospital facili- 
tics and circumspection in the administration of anti- 
biotics. In the event of an epidemic, surely it will be 
desirable to keep as many patients as possible out of 
hospitals. Patients with uncomplicated influenza will 
be better off at home anyway. Patients with other dis- 
overs in which hospitalization is not urgently needed 
nist be asked to leave hospital beds free so that they 
ci be made available if necessary for the treatment of 
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patients having complications of influenza. As far as 
antibiotics are concerned, it is well known that influ- 
enza is not treatable. Moreover, most physicians and 
the public are reconciled to the view that antibiotics 
should not be prescribed indiscriminately for the pur- 
pose of prevention of a bacterial complication of virus 
infections. Rather, they are better reserved for the 
event itself. 

If an epidemic of influenza does strike the United 
States, there is no likelihood that the fact will not be 
promptly known. Practicing physicians and public 
health officials are already alert, and diagnosis of the 
disease and identification of the causative virus will be 
quickly accomplished. If there has been no epidemic 
before late fall or early winter, decisions will have to 
be made about the use of the new monovalent influenza 
vaccine. By that time, there will be considerable sup- 
plies of the vaccine, and it is anticipated that it will be 
made available on the same basis that pharmaceuticals 
are usually released. There is a distinct aversion to the 
idea of federal participation in a vaccination program 
along the lines of the poliomyelitis affair. 


Social Security Problems 


WITH AN ACKNOWLEDGED we-told-you-so attitude, GP 
is obliged to point out that the social security program 
has acquired financial problems. During 1957, benefit 
payments will exceed income contributions by $300 
million. For the first time since the plan was launched 
in 1935, it will be necessary to dip into the huge 
($23 billion) reserve fund. 

At the moment this may not seem alarming. The 
fund is fat and still earns $600 million a year on loosely- 
defined investments. By the taxpayer’s standard, the 
fund will still net a neat $300 million in 1957. 

Without digging deeper, the prognosis looks reason- 
ably bright. But even superficial excavation reveals a 
fundamentally unhealthy situation: 
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In 1958, benefits will exceed contributions by $600 
million. In short, Uncle Sam will break even and still 
have the $300 million profit he made in 1957. In the 
present fiscal era, breaking even is no mean accom- 
plishment. 

The following year bodes evil. Contributions will 
exceed income by at least $1 billion. Sam could con- 
ceivably lose money. Worse yet, new beneficiaries keep 
entering the picture. A plan that initially established 
a retirement income fund and death benefits for 
widows, now offers cash disability benefits and may 
soon include hospitalization and surgical care in- 
surance (a dubious bargain at $35 to $105 a year). 

Whiat happened to all the optimistic predictions? 
In a few words, self-styled social welfare experts under- 
estimated the demand for widely-publicized benefits. 
Women, eligible for benefits at 62, decided to collect 
now rather than wait for larger benefits at 65. Self- 
employed farmers are older than anyone thought they 
were. The ingenuity of the American people, whenever 
a dollar’s involved, was sadly underestimated. 

The so-called reserve fund will only last a few years. 
With the addition of newer and bigger benefits, a 
billion-dollar-a-year deficit will soon resemble a bo- 
nanza. It could easily climb to several billion dollars 
each and every year. The reserve fund, as a fiscal 
phenomenon, deserves special attention. As indicated, 
the fund earns $600 million on assorted shabby “‘in- 
vestments.” By federal treasury standards, an invest- 
ment is made whenever another government agency 
borrows nioney from the social security cookie jar. This 
money must be repaid with interest. 

We find this grimly fascinating. The conscientious 
taxpayer gives a portion of his income to the federal 
government. Thanks to the withholding tax and hun- 
dreds of hidden taxes, he has a very misty idea how 
much of his income ends up in Washington—but 
that’s another story. In any event, Sam confiscates 
(there’s no more appropriate word) a goodly slice 
and distributes it to various agencies. 

This same taxpayer is also legislated into the social 
security scheme. This costs him more money. Then, 
before he can say “fiscal tomfoolery,” a government 
agency runs low on funds and borrows needed cash 
from the social security reserve. To repay this amount, 
plus accrued interest, the agency asks for an even 
bigger budget. This request is granted, up goes the 
federal budget and, simultaneously, taxes. It’s endless. 
We’ve said it many times before; the social security 
reserve fund is a pure and simple myth. 

But someone will have to finance bigger and bigger 
social security payments to more and more benefi- 
ciaries. The taxpayer who has any delusions about 
the source is in for a rude awakening. 
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But perhaps he shouldn’t worry. As long as he’s 
willing to make progressively larger contributions. 
there'll be money in the till. By then he will have only 
a fond memory of the day when he worked for himself. 
Although he'll be as thoroughly nationalized as « 
British coal miner, he’ll have plenty of “security” —fo: 
whatever that’ll be worth. 


_ As Others See Us (I) 


A GROUP OF INTERNISTS under the direction of Osle: 
Peterson have made a conscientious effort to assay what 
it takes to make a good general practitioner. The re- 
sult is a thought-provoking report published as a sup- 
plement to the December, 1956, Journal of Medica! 
Education. Due to the auspices under which the study 
was made (Rockefeller Foundation), it will enjoy great 
credence; it is being widely read and quoted by all who 
are concerned with medical education. An excellent 
critique of the report by Dr. Louis F. Rittelmeyer, Jr. 
was published in GP for June. 

It is stimulating to see other practitioners of medi- 
cine displaying such interest in the cause of general 
practice as virtually to borrow from the Academy con- 
stitution the objectives sought in their study. Its pur- 
pose was to clarify the general practitioner’s “educa- 
tional, training and organizational needs.” Section |. 
Article II, of the constitution of the AAGP proposes. 
among other objects and purposes: 

“To promote and maintain high standards of the 
_ general practice of medicine and surgery . . .” 

**To encourage and assist young men and women in 

preparing, qualifying and establishing themselves in 

general practice; . . .” 

‘To assist in providing postgraduate study courses 

for general practitioners, . . .” 

The Peterson group included only 30 out of 413 
North Carolina members of the Academy; nonetheless 
the Academy members in the survey earned a some- 
what higher professional rating than nonmembers. 
Several conclusions can be drawn from these facts: 

1. The results of this survey are far from represent- 
ative of the present needs of Academy members in con- 
trast to general practitioners at large, for the former as 
a group have satisfied higher requirements for educa- 
tion and training than those needed to obtain a license 
to practice. The differential rating of our members 
should provide a strong incentive to other qualified 
general practitioners to join this organization. 

2. It is interesting to speculate why Academy mem- 
bers were in such a minority in this survey. Perhaps 
many of the generalists have not heard of the Academy: 
or maybe they are unable to meet membership require- 
ments; or possibly they are too preoccupied with other 
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interests. The North Carolina chapter can lead an in- 
vestigation of this question. Through greater publicity 
more doctors can be made aware of the Academy’s 
aims and membership benefits. With the aid of the 
national organization, the objectives outlined in Article 
II of the constitution can be implemented. 

3. Inasmuch as so few of the physicians in the study 
were Academy members, it is obvious that the findings 
and conclusions apply more accurately to general 
practitioners as a whole; it might not be presumptuous 
to say they apply especially to the “educational, 
training and organizational needs” of nonmembers. 


As Others See Us (Il) 


It SEEMS APPARENT from what has been brought out in 
the foregoing editorial that the Peterson survey of gen- 
eral practice (J. Med. Ed., December, 1956) bears a 
little more directly on generalists who are not members 
of the Academy of General Practice. Although many 
Academy policies in their execution redound to the 
benefit of members and nonmembers alike, their effect 
is not always clear in this study; partly because the 
wide age range embraces too many medical school 
generations. A section of the survey aimed to answer 
the question of how well the general practitioner 
scored in his undergraduate medical education. 

The method employed in this study was to deter- 
mine the relative rank of the interviewed physicians in 
their medical school classes. Twenty-one per cent (19) 
stood in the upper one-third; 47 per cent (42) stood 
in the middle one-third; 31 per cent (28) stood in the 
lower one-third. Such a determination measures the 
acquirement of this particular group during its under- 
graduate life plotted against the performance of the 
remainder of the undergraduates who presumably 
entered specialties, teaching or research. 

Since this survey was made, there has been an in- 
creasing trend to reorient medical school curricula 
toward general practice. This implies that heretofore 
the average medical school curriculum was not de- 
signed to graduate men as well trained for general 
practice as they were for the specialties. There has 
been far less change in subject matter than in arrange- 
ment of material and shift of emphasis. This suggests 
that comparatively extraneous factors led graduates to 
elect general practice—factors not measurable in a 
survey such as this—which would, however, signifi- 
cantly modify the statistical result obtained. In the 
Buffalo study of senior student preferences for type of 
practice (New England J. Med., 255:1135, 1956) the 
authors observe that general practice was preferred in 
a ratio of 1:2, and especially by the older students and 
those of low scholastic achievement. 


GP October 1957 


Elevating the prestige of general practice will have, 
and has already had, a significant effect on the pattern 
of student choice. The new emphasis placed on under- 
graduate training for general practice is too recent to 
affect the Peterson report because of the average age of 
the physicians interviewed. It would be far more re- 
vealing of current educational needs if this same study 
could be performed five years hence on general prac- 
titioners who graduated since 1954. 

The same reasoning applies to the survey’s findings 
on postgraduate hospital training. The authors sought 
a correlation between the ratings earned by their sub- , 
jects and their postgraduate training. They discovered 
that there was no correlation between quality of prac- 
tice and quality of training, but that there was a little 
in conjunction with duration of training when it ex- 
ceeded 15 months. 

There is a logical explanation for this observation. 
The larger teaching hospitals offered only specialized 
appointments. The generalist seeking to equip himself 
adequately for his chosen field had to spend a full in- 
ternship on each of several services; a shorter period 
of training meant either narrow experience in a teach- 
ing hospital or a general-practice type of internship in 
a smaller institution with limited clinical facilities. 
Until the Academy’s standing commissions and com- 
mittees evolved standards of training for general prac- 
tice, many of the latter appointments merely endowed 
the graduate with greater self-confidence, and incul- 
cated the rudiments of practical in contrast to didactic 
medicine and surgery before he hung out his shingle. 

In view of the foregoing it is no surprise that the 
investigators likewise discovered no correlation be- 
tween hours of postgraduate study and quality of prac- 
tice. The Academy has wisely retained the dual clas- 
sification of postgraduate study credits for member- 
ship, recognizing a fact for which the Peterson report 
gives a negative corroboration—the impact of post- 
graduate study on the quality of practice depends in 
large part on the kind of material offered and the 
manner in which it is presented rather than on time 
spent. It is a fair assumption that a faculty of medicine 
can provide a more nutrient learning environment than, 
for example, a random hospital staff meeting; and that 
programs sponsored by leading general practitioners 
(Academy members) will offer more sustained intel- 
léctual stimulation to their confreres than less selective 
fare such as that offered at other clinical meetings. 

In summation, then, we applaud this pilot study of 
general practice in North Carolina by Peterson et al. 
for its thoroughgoing approach to the question and 
for its painstaking method. If it could have embraced a 
significant number of Academy members, it might have 
demonstrated even more clearly that the same aims 
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and objectives, enunciated ten years ago by a group of 
able general practitioners as they organized an acad- 
emy, have since been put into effect on a nationwide 
scale. 


Copies of the Peterson report (AN ANALYTICAL STUDY 
or NortH Carouina GENERAL PRacTIcE, 1953-1954) 
may be obtained from the Association of American Medical 
Colleges, 2530 Ridge Avenue, Evanston, Illinois. Price 
per copy: $2.00.—PUBLISHER 


Little Wonder Pills 


Mr. BENJAMIN ScHULTZ, president of the New Jersey 
Pharmaceutical Association, recently pointed out that 
the industry’s proprietary branch has used television 
to resurrect “the old-time, streetcorner pitchman” and 
has carried the sale and promotion of nonprescription 
products to “a ridiculous extreme.” Mr. Schultz urged 
that pharmacists protect the public from “dangerous 
over-the-counter medical products” that tend to en- 
courage self-diagnosis and self-medication. He further 
recommended that the black-sheep branch of the 
pharmaceutical industry “get off television.” 

GP finds much merit in Mr. Schultz’ suggestion. If 
a question arises, it would simply be to ask why all 
drug hucksterism shouldn’t be denounced. Why make 
newspapers and magazines the bedfellows of absurd, 
asinine and unfounded claims? 

Several months ago, GP’s Uncle Wilfred pointed the 
subtle finger of ridicule at an antacid that purportedly 
prevents gastric secretions from eating through a 
handkerchief. Since then, our attention has been called 
to a multitude of other products, including several 
that almost guarantee a more active satisfying sex life. 
One asks if the reader is giving his wife the companion- 
ship she craves. If he isn’t, the situation can supposedly 
be remedied via a free 30-day supply of “high potency” 
capsules. This could conceivably be a boon to the 
nymphomaniac fringe but it won’t do much for the 
man who has simply lost interest. 

We sometimes wonder if the Food & Drug Ad- 
ministration isn’t fumbling the ball. If our memory 
serves us correctly, advertising claims are construed 
to be part of any product’s label and as such, should 
be subject to the same exacting scrutiny and rigid 
regulation. This makes us wonder why Harry Hoxsey 
and assorted other cancer quacks haven’t been com- 
mercially tarred and feathered. The FDA has admit- 
tedly been a thorn in Harry’s side but at last reports, 
he’s still selling little red pills. 

GP has never favored excessive government controls 
on private industry. To the contrary, our approach has 
bordered on Thomas Jeffersonism. But if the federal 
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government is going to police an industry, then we 
like to see the assignment properly handled. We don’: 
like to see the ethical manufacturer who conscientiousl\ 
avoids false or misleading claims suffer for the financia’ 
betterment of the pharmaceutical fly-by-night. 


Diagnosis by Pictures 


THERE ARE strong differences of opinion about the 
relative merits, educationally, of pictures and words. 
In favor of pictures, and drawing their authority from 
a Chinese proverb, are such protagonists as Walter 
Alvarez, Adolf Hitler, Mark Sullivan and Ivan Serge- 
yevich Turgeniev—surely a cosmopolitan group. On 
the side of words, written or spoken, are most other 
writers and speakers. In general, physicians seem to 
hold a conservative middle-of-the-road position. 

Still, there are occasions when nearly every physi- 
cian would agree that two pictures are worth more 
than any number of words. These are the occasions 
when comparisons are to be made. For example, tlie 
results of plastic surgery are more convincing when 
they are depicted rather than described before and 
after. Also, when a chest film shows a pulmonary le- 
sion, diagnosis is often expedited when the present 
film can be compared with others that were taken in 
the past. 

Diagnosis by retrospective analysis of pictures is so 
widely used in x-ray work that it is surprising 
more physicians have not adopted the same method 
for other purposes. There are a number of diseases in 
which changes of facial expression or contours occur 
so gradually and are so subtle that their significance 
is not apparent from a single viewing of the patient. 
Yet the diagnosis is quickly suggested if the patient is 
instructed to bring in a collection of old photographs 
of himself. 

This simple trick may make the distinctions between 
“unexplained anemia” and myxedema, or between 
“ill-defined psychobiologic disorder” and Cushing’s 
syndrome—distinctions well worth making in the in- 
stance of such eminently treatable diseases. 


Control of Intravascular Clotting 


PREOCCUPATION WITH THE MECHANISMS of blood clotting 
has interfered somewhat with consideration of the op- 
posite mechanisms—those that cause intravascular 
clots to disappear. However, in the past several years, 
fibrinolytic processes have begun to receive their share 
of attention. As a result, some important clinical ap- 
plications may be forthcoming. 

In animal experiments, it has been shown that in- 
travascular clots tend to disappear with remarkable 
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rapidity. For example, if blood is caused to clot in a 
segment of a dog’s peripheral vein and the clot is then 
released toward the heart, the fate of the clot can then 
be studied. In a series of such experiments, some of the 
clots lodge in the heart itself, caught by the chordae 
tendineae. Here, as the heart beats, the churning of the 
blood has a disintegrating effect upon the clot. And 
such mechanical influences are not the only factor in 
the animal’s mechanisms for clot dissolution. Thus, 
in the experiments, other clots pass through the right 
side of the heart and can be found in the pulmonary ar- 
teries if the animals are sacrificed soon after embolism 
is provoked. However, as the interval lengthens be- 
tween onset of pulmonary embolism and search for the 
clots, fewer and fewer clots are found until, after a few 
days, none at all can be discovered. Fibrinolysis will 
have been completely effective in clearing the circula- 
tion of the clotted blood. 

There are good reasons to believe that these experi- 
ments have their clinical counterparts in humans. Cer- 
tainly the human organism possesses an enzyme sys- 
tem for fibrinolysis. In practice, evidences of the ac- 


tivity of that system have been observed. For instance, 
when day-to-day observations are made of a segment 
of a superficial vein that is the site of thrombophlebitis, 
a gradual softening of the vein is noted, until finally 
the vein is restored to a normal condition. As another 
example, the syndrome of intermittent insufficiency 
of the internal carotid artery circulation has been 
ascribed to alternate formation and lysis of a clot in 
that artery. 

In a number of diseases—myocardial infarction, 
thrombophlebitis, pulmonary embolism, cerebral 
thrombosis—anticoagulant therapy is regularly used 
for the prevention of further damage to organs as a 
result of intravascular clotting. More recently, there 
have been clinical trials of enzymes that are intended 
to operate at the other end of the spectrum by dissolv- 
ing clotted blood. It is not unreasonable to suppose 
that the future will see an extension of both of these 
methods. 

Perhaps the ideal technique for treatment of dan- 
gerous intravascular clotting will combine the use of an 
anticoagulant and a fibrinolytic agent. 


Myxedema and “HypoBMRism” 


Ir SEEMS a curious paradox that myxedema often goes 
unrecognized and untreated, yet many patients re- 
ceive thyroid medication. The first part of the paradox 
has an explanation in the nature of the disease itself. 
The second part is more difficult to understand. 
Delays in diagnosis of myxedema range from two to 
ten or more years. When the patient does have occa- 
sion to see a physician, the complaints do not always 
suggest a metabolic abnormality. In fact, myxedema 
patients usually have few complaints, and those they 
do have may not resemble at all the kind of symptoms 
ordinarily considered under the term “hypometabo- 
lism.”” Also, the patient’s slow cerebration makes his- 
tory-taking a difficult chore. However, the diagnosis 
will be facilitated if the physician’s mind is alert to cer- 
tain characteristic symptoms and signs. Two symp- 
toms—arthralgias and acral paresthesias—are espe- 
cially frequent. The most valuable signs are the slow 
relaxation phase of the deep tendon reflexes and peri- 
orbital edema. The significance of these signs is rein- 
forced by other features, particularly a change in the 
patient’s facial appearance. However, such change oc- 
curs so gradually that it often remains unnoticed by 
the patient and his family. Comparison of the patient’s 
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present appearance with photographs from the past 
will often confirm the myxedematous changes. And 
then the dull look, the sparse eyebrows, the pallor and 
the puffy eyelids assume true significance. 

The many reasons for the frequency of prescription 
of desiccated thyroid may include: (1) Research and 
understanding of metabolism have outstripped dissem- 
ination of basic knowledge to physicians generally. (2) 
The physician has a human tendency to make a diag- 
nosis of a disorder that can be treated. (3) Thyroid 
medication is cheap and relatively nontoxic. (4) Pre- 
scription of desiccated thyroid may provide a cover 
for a social stigma. While obesity from gluttony is bad, 
it is socially acceptable to have “gland trouble.” (5) 
Patients accept medication better than advice, and the 
procedure is less time-consuming for the physician. 

Underlying all these reasons is the frequent tend- 
ency to overidentify metabolism with thyroid function, 
and to use the BMR as the main criterion of such func- 
tion. Both are serious mistakes. A “low” BMR record- 
ing is by no means a specific indication of thyroid in- 
sufficiency. When it is regularly interpreted in that 
way, and desiccated thyroid prescribed accordingly, 
physicians are rarely treating hypothyroidism. More 
often they are treating “hypoBMRism.”—LavurENcE 
H. Kyte, M.p., Washington. D.C. 
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It is well to stress “the patient with fever of unknown origin” 
rather than the ‘fever of unknown origin,” for each patient preseni, 
an individual problem and cannot be fitted into one 

of many neat little compartments. Extreme patience and diligenc: 
are needed in this exceedingly difficult and frustrating group 

of patients. Although many recover without benefit of diagnosis 
—and a diagnosis is important to the patient— 


Ds perseverance must be the rule in tracking down the cause 


= of that little understood sign—fever. 


The Patient with Fever of Unknown Origin 


MAX MICHAEL, JR., M.D. 


Department of Medicine 

State University of New York, College of Medicine, New York City, New York 
and Department of Medicine, Maimonides’ Hospital] 

Brooklyn, New York 


From the time of Hippocrates to the latter part of the 
18th century, fevers were considered disease entities 
rather than as a sign of disease. Gradually, with the in- 
troduction of diagnostic and therapeutic measures, vari- 
ous entities were split off from this ‘disease’’—fever. 
The specific effect of quinine on one type of fever re- 
sulted in the delineation of malaria. Similarly, astute 
clinical observations of rashes and of clinical courses re- 
sulted in further separation of groups of diseases. The 
bacteriologic techniques introduced in the latter part of 
the 19th century made possible even more accurate di- 
agnosis of febrile diseases. However, there are still many 
instances of febrile illnesses with complete recovery that 
defy an etiologic diagnosis. In spite of these diagnostic 
deficiencies, it should be borne in mind that fever is a 
sign and not a disease. 

Perhaps no sign or symptom presents more diagnostic 
difficulties nor can be more frustrating than fever. Fever 
of unknown origin can be defined in various ways. In 
actuality, when the febrile patient first comes to the 
physician, and unless there is some completely obvious 
sign or train of symptoms, this is fever of unknown ori- 
gin (FUO). 

Usually, one thinks of FUO as being applied to the 
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patient in whom fever remains undiagnosed even after 
several weeks of intensive study. To be more accurate, 
perhaps the term should be applied only to those pa- 
tients who recover completely from a febrile illness 
without a specific diagnosis having been made. 

In this discussion four categories of FUO will be 
used: (A) fevers of short duration; (B) high fevers of 
long duration; (C) low-grade fevers of long duration; 
(D) high intermittent, relapsing fevers. 


Mechanisms of Fever 


An approach to the subject from the standpoint of 
the mechanisms concerned with the appearance of 
fever is advantageous. Body temperature, under con- 
trol of the temperature-regulating center, represents a 
delicate balance between heat production and heat loss. 
This center with a thermostat-like function is situated 
in the posterior part of the hypothalamus with possibly 
another center in a higher area. 

A febrile response results when one or a combination 
of the factors concerned with temperature maintenance 
is disturbed. Thus, there may be (A) increased heat 
production; (B) decreased heat loss or (C) faulty 
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central regulatory mechanisms. Before the more speci- 
lic diseases are discussed, it is worthwhile to survey 
the general problems that can give rise to fever. 

It is considered by many that all instances of in- 
creased heat production represent the reaction of the 
body to products of tissue destruction or tissue necro- 
sis. Nevertheless, it is appropriate to break this sub- 
heading down into other categories. 

The classic example of fever following tissue injury 
is that occurring with coronary thrombosis and sub- 
sequent myocardial infarction. It has been assumed, and 
perhaps correctly so, that the fever represents results 
of tissue necrosis since it occurs when necrosis of 
myocardial tissue is at its height. 

A febrile state can result from a variety of hypersen- 
sitivity reactions. The fever of serum sickness or more 
commonly, the drug fever that may follow administra- 
tion of penicillin or the sulfonamides are prominent 
examples. In this category are the collagen diseases 
which are quite commonly accompanied by fever. This 
group, which includes rheumatoid arthritis, rheumatic 
fever, periarteritis nodosa, lupus erythematosus, der- 


matomyositis and scleroderma, has fibrinoid degenera- 
tion of collagen as a pathologic common denominator. 
Over and above this there are many clinical similari- 
ties, and often signs and symptoms of one disease 
merge with those of another. 

Fever occurs in certain metabolic disorders, such as 
in untreated pernicious anemia, porphyria, hyper- 
thyroidism, cirrhosis of the liver and hyperparathy- 
roidism, to name a few. The cause of fever in most of 
these entities is not well understood. 

Dinitrophenol, which was quite popular a few years 
ago in the treatment of obesity, caused fever in many 
patients. This fever resulted from the increased me- 
tabolism produced by the drug. 

The dissipation of heat through the skin is important 
for maintenance of the normal body temperature. When 
there is decreased loss through the skin, such as occurs 
with, ectodermal dysplasia or in some instances of 
generalized icthyosis, fever may result. In some pa- 
tients, following sympathectomy, fever may be noted on 
extremely hot days because of inability to accomplish 
normal loss of heat through the skin. 
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Figure 1. Course of patient with a presumptive diagnosis of subacute 
bacterial endocarditis. High and iow temperature for each day 
ts indicated. 
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The hyperpyrexia of cerebral lesions, most com- 
monly seen in patients with cerebral hemorrhage, and 
coma is well known to all and most likely represents 
fever due to disturbance in temperature regulation. 
Psychogenic fever, which will be discussed later, may 
in some way be associated with disturbance in tempera- 
ture regulation. 

Spurious fever, such as a falsification of thermometer 
readings, is always to be considered in the differential 
diagnosis of fever of undetermined origin. 


Types of Fever 


A sustained, intermittent, or remittent pattern of 
fever is sometimes of help from a diagnostic stand- 
point. Characteristically, a swinging intermittent fever 
is associated with bacterial infections and blood stream 
invasions. However, this type of curve may be seen in 
lymphomas and in various neoplastic diseases. More- 
over, the sustained fever characteristic of typhoid fever 
and bacterial pneumonia may also be seen in neo- 
plastic diseases. 

Chill. The presence of a chill, which results from a 
rapid rise in heat production without a concomitant 
increase in heat loss, can often be of diagnostic help. 
It often signifies invasion of the blood stream by 
bacteria or by a protozoan, the latter occurring char- 
acteristically in malaria. 

A chill that follows the entrance of an infective 
agent into the blood stream occurs 30 to 45 minutes 
following this event. Since the blood stream has often 
been cleared of the agent by the time the chill has 
occurred, biood cultures should be drawn with this in 
mind. When a temperature pattern is established and 
the time of chill can be predicted, more positive cultures 
will be obtained if the blood is drawn 30 to 45 minutes 
before the chill, when the organisms are presumed to 
be in a maximal concentration in the blood stream. 

In addition to bacterial infections, true shaking chills 
may also be seen in neoplastic diseases. 


Fevers of Short Duration 


These constitute, by far, the majority of febrile 
entities that are encountered. Most of these patients 
are not hospitalized. Most recover promptly and com- 
pletely and usually in spite of antibiotic medication. 
The clinical features vary from season to season and 
from year to year. Malaise, respiratory symptoms, 
headache or gastrointestinal complaints may be present 
singly or in combination; one may predominate over 
another. 

The etiology of most of these diseases is assumed 
to be, and correctly so, viral in origin. It is currently 
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popular to say a patient has “the virus” in place o 
the previously used “flu” and “grippe” to describ: 
such syndromes. Perhaps a more useful phrase i. 
“‘what’s going around” or “‘a viral infection” rathe: 
than the more specific “the virus.” 

Included in this large group of fevers are certai) 
known specific diseases which can be diagnosed b. 
laboratory means with a certain degree of accuracy. 
Among these are infectious mononucleosis, influenza. 
poliomyelitis, infectious hepatitis and certain forms of 
viral meningitis. Leptospiral infections and a hiddei 
bacterial infection can also produce this train of symp- 
toms. The epidemiologic pattern is often of help in the 
diagnosis. 

Because of inherent technical difficulties and the 
specialized nature of many of the tests for viral dis- 
eases, few laboratories are equipped to handle the 
study of such a large group of patients. Hence, most 
of these patients recover without specific diagnosis and 
so represent true “fever of unknown origin.” 


High Fevers of Long Duration 


In this group are usually included patients who are 
pyrexic for several weeks and in whom intensive investi- 
gation has not revealed the cause of the fever. Patients 
so categorized present some of the most perplexing di- 
agnostic problems facing the physician. 

Keefer has so aptly pointed out that most prolonged 
high fevers that present diagnostic difficulties are caused 
by common diseases with atypical manifestations 
rather than by rare diseases. On many occasions weeks 
of fever pass before the disease manifests itself in a more 
classical form. It is convenient to discuss this group 
from the standpoint of etiology. 


INFECTIVE AGENTS 


The fever accompanying invasion by infective agents 
is most likely incited by pyrogens, carbohydrate in na- 
ture, that are liberated from the organisms. Recent 
studies indicate that the pyrogens per se are not re- 
sponsible for the fever but rather that they cause release 
of some endogenous products capable of evoking the 
febrile responses. There is evidence that among other 
causes the liberation of material from leukocytes from a 
direct action of the pyrogen is the actual responsible 
mechanism for the fever in various infective states. The 
lag of 30 to 45 minutes from the injection of pyrogens 
to the onset of fever in man and in animals is consistent 
with such thoughts. 

A bscesses in various organs of the body may present an 
otherwise unexplained fever in the absence of more 
specific signs and symptoms. A hidden infection, such 
as an ischiorectal abscess or seminal yesiculitis, which 


GP Volume XVI, Number 4 


ral 


@.c.8. 
HODGKIN’S 
DISEASE 


Lower Nephron 
Numbness — Leg 
Absent LA.J. 
Node Biopsy x ~ 
H.N 

Death — 

August September October November December Jonvary Z 


Figure 2. Graphic portrayal of course of events in a patient with 
Hodgkin’s disease. Note the long febrile course before a definite 
diagnosis was made. The lower nephron syndrome followed retro- 
grade pyelography. 


may produce surprisingly few local symptoms, is to be 
reckoned with. However, careful physical examina- 
tions, repeated at frequent intervals, should divulge the 
hidden infection. 

Many systemic bacterial infections can cause considera- 
ble diagnostic difficulties. Brucellosis is one such infec- 
tion. Actually, it is diagnosed far too often and with too 
little in the way of confirmatory evidence. Bizarre ard 
varied symptoms are attributed to brucellosis. In making 
the diagnosis, one should not be content with the posi- 
tive skin test, which may be found in a large percentage 
of the population, but rather should rely on a rising 
titer of agglutinins and a positive blood culture. A his- 
tory of potential exposure to the brucella organisms is 
helpful. 

The typhoidal form of tularemia should be consid- 
ered, particularly if chance for exposure exists. 

Typhoid fever still occurs frequently enough to war- 
rant consideration in the patient with prolonged fever. 
Serologic and bacteriologic studies will establish its 
diagnosis. 

Subacute Bacierial Endocarditis. The classic features 
of murmur, fever, anemia, splenomegaly and embolic 
manifestations present a rather clear-cut picture that 
offers little diagnostic difficulty. Bacterial endocarditis 
is especially to be watched for in the aged febrile patient 
in whom these classic features are often lacking. 

erhaps the most difficult problem in the diagnosis 
of )..cterial endocarditis is that presented by the patient 
wit! a negative blood culture. Figure 1 demonstrates 
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the course of such a patient. This 25-year-old white 
male with known rheumatic heart disease had fever as- 
sociated with malaise for two weeks prior to hospitaliza- 
tion. Other than the signs of mitral stenosis, fever and a 
hemoglobin of 12 grams, there were no positive find- 
ings. Twenty-five blood cultures were drawn during 
various periods of his hospitalization, and all were 
sterile. His temperature varied daily between a low of 
99°F. and a high of 104°F. On the 18th hospital day one 
white-centered petechia was seen in the conjunctival 
sac. Since this furnished some corroborative evidence 
of bacterial endocarditis, treatment with penicillin and 
streptomycin was commenced. As indicated, there was 
a prompt fall in his temperature, with one subsequent 
rise associated with an embolus to the left leg. Recovery 
was uneventful, and although specific proof of bacterial 
endocarditis was lacking, it must be assumed that such 
was his difficulty. 

The problem as to when treatment should be started 
in the patient in whom bacterial endocarditis is sus- 
pected and in whom repeated cultures are negative, is a 
difficult one to solve. No hard and fast rules can be 
given ; well-considered clinical judgment is needed. To 
complicate matters further, smoldering rheumatic fever 
can often be confused with subacute bacterial endo- 
carditis. 

Tuberculosis. In this day of routine chest films, tuber- 
culous cavitary or infiltrative disease, offers little diag- 
nostic difficulty. Miliary tuberculosis is most likely to be 
missed in the patient with prolonged fever. Lesions are 
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frequently absent from the chest film, particularly early 
in the course of the disease. The diagnosis may be es- 
tablished by demonstration of tubercles and acid-fast 
bacilli in specimens obtained by liver biopsy, and by 
culture of material obtained from bone marrow as- 
piration. 

Mycotic Infections. Although histoplasmosis and dis- 
seminated blastomycosis are being recognized with 
greater frequency, these entities, especially histoplas- 
mosis, can masquerade as fever of unknown origin for 
many weeks before pulmonary, cerebral or cutaneous 
lesions appear. Other fungal infections are also to be 
considered. The occasional occurrence of a dissemi- 
nated myocotic infection with fever following prolonged 
antibiotic therapy is not to be forgotten. 

Viral Infections. There are actually few viral infections 
that can be responsible for prolonged high fever. 
Among these is infectious mononucleosis. One should 
be cautious, however, in making such a diagnosis in 
the absence of a significantly rising titer of heterophil 
antibodies or of a smear with a predominance of atypi- 
cal lymphocytes. Too frequently, the presence of a few 
atypical lymphocytes, which may be found in a variety 
of viral infections, results in the diagnosis of mono- 
nucleosis. 

Some “viral” meningitides can produce a sustained 
febrile course. A patient illustrating this was seen sev- 
eral years ago. He was a young man who ran tempera- 
tures to 102° F. daily, with associated headaches and 
malaise, for a period of six months. During this time, 
there was a constant lymphocytosis in the spinal fluid, 
with counts as high as 1,000 per cubic millimeter. At 
the end of this time, the temperature gradually sub- 
sided, and the cells disappeared from the spinal fluid. 
All available diagnostic tests were of no avail. He was 
completely recovered without sequelae. 


NEOPLASTIC DISEASES 


Fever as an accompaniment of neoplasms is a well- 
documented phenomenon. Several mechanisms could 
be responsible for the febrile response: (1) tissue 
necrosis in a rapidly growing tumor; (2) involvement 
of the liver by the neoplasm, although there are many 
instances of neoplastic invasion of the liver without 
fever; (3) unexplained effects of the neoplasm itself; 
and, (4) secondary effects of the neoplasm, such as 
atelectasis and abscess formation distal to a broncho- 
genic carcinoma. 

The oft-quoted figures of Briggs indicate the presence 
of fever in 35 per cent of patients with uncomplicated 
neoplastic disease. Those usually considered are the 
lymphomas, neoplasm in the liver (primary or sec- 
ondary), hypernephroma, gastrointestinal tract can- 
cer, or neoplasm of bone. In all instances, fever may 
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precede or follow any of the associated symptoms |. 
months. 

Figure 2 illustrates graphically the type of probl 1 
that neoplasms may present. This patient, a 27-ye.:- 
old man, had substernal pain of approximately «ic 
week’s duration. This disappeared, and one mon:h 
later, intermittent low back pain appeared. Within ‘ \ie 
next four months, the back pain became progressiv«ly 
worse. Chest expansion was limited and flexion of the 
spine restricted, with a resulting “poker spine” ap- 
pearance. Spine films were negative. Fever appeared 
2% months after the onset of the disease. The pattern 
of pain and limitation of motion, together with fever, 
anemia and an elevated sedimentation rate, seemed to 
point to rheumatoid spondylitis as the cause of his <if- 
ficulty. Subsequently, however, paraplegia developed, 
and in spite of frequent diligent examinations, it was 
five months after the onset of the illness until an en- 
larged axillary lymph node was detected. On biopsy 
this demonstrated Hodgkin’s disease. This then, illus- 
trates the long duration of a febrile syndrome quite 
characteristic of rheumatoid spondylitis, with a diag- 
nosis being made only after a long and diligent search 
for other abnormalities. 

Another similar situation is shown in Figure 3. This 
patient had fever for two months, associated with an 
aching, intermittent right-lower-quadrant pain. Com- 
plete studies of the gastrointestinal tract were entirely 
within normal limits. Intravenous pyelograms showed 
a questionable deformity of the right kidney. At opera- 
tion, a carcinoma of the adrenal was removed, the 
temperature returned to normal and at follow-up 
examination, seven years later, the patient was com- 
pletely well and afebrile. 


HYPERSENSITIVITY REACTIONS AND “COLLAGEN” 
DISEASES 


It is currently quite popular to diagnose “‘collagen” 
diseases frequently, and perhaps too frequently. In 
many instances this is done without sufficient study of 
the patient and with a view to “put a tag” on the ill- 
ness. In many patients with one of these diseases, the 
picture presented is that of fever of many months’ dura- 
tion without localizing signs or symptoms. Transient 
polyserositis or hematuria may direct one’s attention 
toward disseminated lupus. There are patients who 
have fever, malaise and weight loss for months before 
developing characteristic deformities or nodules of 
rheumatoid arthritis. 

It is impossible in many patients with “collagen” dis- 
ease to put a tidy little tag on the illness, particularly 
when observed early in the course. Features of any or 
all of this group of diseases can merge one into another. 


Careful and repeated examinations, both physical and 
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laboratory, are needed before one can be specific in the 
diagnosis. 

Drug fever has been recorded with a wide variety of 
therapeutic agents. It becomes a real problem in febrile 
patients receiving antibiotic therapy and in whom the 
temperature recedes then recurs or actually remains 
elevated. An underlying infection may or may not be 
present. In such instances, drug fever is always to be 
considered. Rash, eosinophilia or the other usual evi- 
dences ofan allergic reaction are not necessarily present. 

Figure 4 demonstrates one such patient. This pa- 
tient had all the classical features of bacterial endocar- 
ditis, including a positive blood culture. He was treated 
with penicillin and streptomycin. Streptomycin was 
discontinued after two weeks, but the temperature re- 
mained elevated and penicillin was continued. Sali- 
cylates were given for four days without any effect on 
the temperature. Indeed, while salicylates were being 
administered there was a brisk spike to 105°F. At this 
point, all medications were discontinued, and the 
temperature promptly fell to normal and remained so. 
At what stage in his illness the drug fever actually 
began is difficult to say. This patient had received 
penicillin in the past, and it is entirely possible that the 
fever noted after the seventh hospital day represented 
drug fever. 

It is noteworthy in this connection that all of his 
presenting complaints of malaise had disappeared by 
the fourth hospital day and that during the entire sub- 
sequent febrile course, when his fever was actually 
higher than on admission, he felt quite well. 

Considerable courage is required in discontinuing 
chemotherapeutic drugs in the face of persistent or 
rising fever, especially in a patient who is being treated 


for an infection requiring such drugs for control. 
Usually, however, this is necessary to establish the 
diagnosis of drug fever. 


VASCULAR DISEASE 


Under this category are the multiple pulmonary 
emboli which are especially important as a cause of 
unexplained fever in patients with congestive heart 
failures. Cough, hemoptysis and chest pain are not 
necessarily present. 


Spurious FEVER 


The methods of raising the temperature on the ther- 
mometer are quite obvious in most instances. These 
include rubbing the thermometer on the bed clothes,. 
applying it to the radiator or plunging it into hot water. 
Usually, however, the temperature curve in such pa- 
tients is exceedingly erratic, reaching peaks as high as 
105F°. one day and then 99°F. to 100°F. the next day. 

I have seen a patient who was quite proficient at 
raising his temperature by taking a drink of hot water 
and holding it in his mouth for a period of time. He was 
able, by this maneuver, to maintain a temperature with 
consistent daily swings to 102°F. for many weeks. The 
dilemma he posed, of course, could have been obviated 
had rectal temperatures been checked early in the 
course of his hospitalization. This should be done in all 
patients with unexplained fevers. 

There are still many patients with long-standing 
fever that remains undiagnosed even after the most 
exhaustive and repetitive diagnostic studies. They re- 
cover without residuals and without further relapses. 
They indeed, truly represent fever of undetermined 
origin. 
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Figure 3. Temperature elevation associated with neoplastic disease. 
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Long-continued Low-grade Fever 


The traditionally accepted 98.6°F as the normal tem- 
perature represents averages of many determinations. 
The normal oral temperature as given by Horvath and 
Piersol is 97.1° to 99.1° for 1aales and 98.2° to 99.3° for 
females. Higher values are given by others. There is a 
diurnal rise with which all are familiar. A premenstrual 
rise in temperature is frequently seen and is often noted 
first after an acute infection. : 

It should be stressed that there is no single normal 
temperature and no single normal range. Wilder has 
suggested that in some patients who have had enceph- 
alitis, disturbances in temperature regulation with 
resulting low-grade fevers may be noted. 

There are multiple causes of prolonged low-grade 
fevers. Many bacterial infections can present as such. 
Again, bacterial endocarditis must be considered, par- 
ticularly, when it is realized that patients with bacterial 
endocarditis may run their entire course with little or 
no fever. Hidden foci of infection, such as periapical 
abscess, bursitis and the like, are exceedingly rare as 
causes of low-grade fever. Smoldering “‘collagen” dis- 
eases must be looked for. 

Whether psychogenic factors can be responsible for 
elevation of temperature and, in particular, for low- 
grade elevation of a long duration, is a disputed and 
not well-understood subject. All are familiar with the 
frequently observed 100°F. recorded on admission to 
the hospital in the otherwise afebrile patient, with the 
prompt fall to “normal.” This is usually attributed to 
the emotional trauma attendant upon admission to the 
hospital. That psychogenic factors can raise the tem- 
perature in an already febrile patient is a well-docu- 
mented fact. It can be observed in patients with a sus- 
tained elevation and in whom some psychic trauma 
occurs. 

There are reports of febrile patients whose tempera- 
ture returned to normal following hypnosis or psycho- 
therapy. However, whether psychogenic causes per se 
can produce sustained fever is as yet unanswered. If 
such does occur, the fever is still a symptom of under- 
lying disease—a psychogenic illness. Perhaps the most 
important feature in considering psychogenic fever is to 
be on a constant lookout for other entities that are 
capable of producing fever, and not to pass off the en- 
tire illness as psychogenic without exhaustive, repeti- 
tive studies. 

The term habitual hyperthermia has been applied to a 
group of patients who run temperatures constantly 
from 99°F. to 100°F. Reimann noted its occurrence 
principally in females, most of whom were neurotic. 
The fever was suppressed by the administration of 
opiates but not by aminopyrine. Again one must be 
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cautious in making such a diagnosis without furtl) : 
and repeated searches for other underlying diseases. 

Under the eponym “Iceland Disease” has be: 
described a group of patients from Iceland who hac « 
protracted illness manifested by low-grade fever, 1)..- 
laise, muscle pain and muscle atrophy. Early in i:s 
course, it was confused with poliomyelitis. A simil.r 
outbreak was described in New York State in 1950. Ail 
viral studies have been unrevealing. This train of 
events in undoubtedly more common than appreciated 
and, if not seen in epidemic form, could present ex- 
treme diagnostic difficulty. 

Hamman and Wainwright, in their exhaustive study 
of fevers of unknown origin, have cited several instances 
of long-continued low-grade fever in which neoplasins, 
such as lymphoma or hypernephroma, were uncovered. 
Finally, there are patients who run a protracted illness 
with low-grade fever and who recover without any 
specific diagnosis being arrived at. 


High Intermittent and Relapsing Fevers 


Under this heading are considered those patients 
who have bouts of high fever, often preceded by a chill, 
and lasting for two to three days. Recurring episodes at 
long-spaced intervals are often noted. 

The classical picture of malaria, as a cause of inter- 
mittent fever, is familiar to all. In this country now- 
adays, it is usually seen in morphine addicts or in ser- 
vicemen returning from endemic areas of malaria. 

Charcot’s intermittent fever or fever due to inter- 
mittent obstruction to the biliary tract may be a very 
confusing entity. Figure 5 demonstrates such a patient. 

This man has been seen on four occasions with the 
same picture each time. Several hours prior to adimis- 
sion, he had a chill followed by a burning, itching sen- 
sation in the left lower quadrant of his abdomen. There 
was no nausea, vomiting or icterus. Within 48 hours, 
his temperature returned to normal, and he was asymp- 
tomatic. These episodes occurred at four-monthily in- 
tervals, and on the last admission, cholecystography 
demonstrated biliary calculi. Cholecystectomy was 
done, and in the ensuing six years, there have been no 
further difficulties. 

Reimann has reviewed the subject of ‘periodic dis- 
ease,” and pointed out many cases in which fever oc- 
curred usually once each week or two. Abdominal 
pain, joint pain, rash or other symptomatology may 
accompany the fever. The picture may persist for 
years. This somewhat confusing entity is yet unex- 
plained. 

Urinary tract infections are, of course, to be con- 
sidered in patients with intermittent febrile episodes. 
The usual case presents no diagnostic difficulties. Some 
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Figure 5. Temperature curve of a patient with four admissions for 
acute cholecystitis, each in the absence of abdominal pain. 


patients, however, have no flank tenderness, pyuria or 
dysuria, and in them, only the positive urine culture 
demonstrates the true disease. 

As in all types of fever, lymphomas must be con- 
sidered in this group, for they too may exist for many 
months with only occasional spikes of fever. 

A less common cause is rat bite fever caused by 
either Sp. minus or St. moniliformis. 
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Diagnostic Measures 


It would be convenient to have a “routine standard 
procedure” for the investigation of the patient with 
fever of undetermined origin. Such, obviously, is not 
possible. Each patient differs, and each train of symp- 
toms or signs deserves close scrutiny for possible clues 
in solving the enigma at hand. | 
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A careful history and physical examination, repeated 
at frequent intervals, can go a long way toward solving 
the problems under discussion. Appropriate biopsies of 
lymph node, skin, liver, muscle and bone marrow 
should be done as indicated. A bone marrow aspiration 
is of particular value for culture and hematologic studies. 
A liver biopsy is often of help by demonstrating neo- 
plastic cells or a granuloma. 

There are no hard or fast rules as to how often blood 
cultures should be taken. Although, it has recently 
been stated that, in patients with bacterial endocarditis, 
if a positive culture is not obtained among the first four 
drawn, others will not be positive, this does not always 
hold true. I have recently seen a patient with bacterial 
endocarditis who had only one positive in a series of 22 
blood cultures. 

Included in diagnostic measures are the therapeutic 
tests with various drugs. Antibiotics, salicylates and 
cortisone are frequently administered with the thoughts 
in mind that a fall in temperature or an increased sense 
of well-being will be of diagnostic aid. Caution must be 
exercised in interpretation of results of these therapeutic 
trials. Salicylates are not specific for the fever of rheu- 
matic fever as they often supress fever in a variety of 
entities and may not always supress the fever of rheu- 
matic fever. Furthermore, cortisone is nonspecific in its 
antipyretic effects, and a drop in fever with cortisone 
administration tells one little as to the underlying 
cause of the fever. The administration of antibiotics to 
“see what will happen” is not without danger. The 
problems of sensitization, toxicity and superinfection 
cannot be minimized. I have seen emetine produce a 
prompt fall in temperature and a temporary ameliora- 
tion of symptoms in a patient with a large tender liver 
presumed to represent amebic hepatitis. Subsequent 


_ developments proved this diagnosis incorrect; the pa- 


tient had a hypernephroma with metastases to the liver. 
The temptation to give nitrogen mustard to the febrile 
patient with suspected Hodgkin’s disease is often great. | 


This, however, should be done only under rarest of 
circumstances, if at all. The dangers of mustard therapy 
are obvious. 

In the final analysis in many patients, frequent exam- 
inations, the judicious application and interpretation of 
laboratory studies, and above all, the passing of time 
aid in uncovering the hitherto obscure cause of fever. 

What happens to the patient with fever of unknown 
origin ? How often do we discover underlying causes of 
the fever? This will vary from the type of patient con- 
sidered and from the diligence with which investiga- 
tion is pursued. Some recent figures from the New York 
Hospital are interesting along these lines. Of 110 pa- 
tients admitted to the hospital with fever of unknown 
origin, the final results were as follows: 


Fevers of unknown origin 22 
Respiratory infections 
Infectious mononucleosis 
Urinary tract infections 
Gastroenteritis 

Bacterial endocarditis 


no 


The remaining 50 patients were distributed, one each: 
among a variety of entities including cat-scratch dis- 
ease, brucellosis, thrombophlebitis, periarteritis nodosa, 
lymphoma and the like. These patients were sent to 
the wards from the admitting office and with little or no 
previous investigation with the diagnosis of “FUO.” 
They would represent a cross section of end results of 
patients presenting to the hospital with fever, be it of 
short or long duration. 

In patients with prolonged fevers, neoplastic dis- 
eases and “collagen” diseases take the fore. Although 
earlier studies indicate a predominance of bacterial 
infections, it appears currently that these are less 
likely to be problems than the other two named groups. 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 


Don’t Restrict A patent’s manacement should encompass his needs and characteristics, as well as those of 
his ailment. Rest and restriction of activity should be suggested for the adolescent only after 

Adolescents due consideration has been given to the facts that this age period is normally one of strenuous 
activity and that these activities contribute to proper physical and emotional development. 

Adolescents’ hearts or knees or backs, etc., should be judged both in the light of their im- 

portance to their general development and of the exceptional stress to which they may subject 


them. 


Apparent willingness to be inactive or to accept restriction may need as much attention, 
since it is out of character in this age group, as does the excess weight or other symptom 
which it accompanies.—J. Roswell Gallagher, M.D., Am. J. Pus. Heattu, 46: 1424, 1956. 
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{ The general practitioner is sometimes reluctant to treat 


| the emotionally ill—yet these patients may comprise the majority 
\\| of his practice. “ Psychotherapy” may be vague and mysterious 
ae \ to him—yet he uses it daily. The use of psychotherapy 

is greatly improved by an understanding of some basic concepts. 
Of particular importance is the sometimes difficult recognition 
of depression. The physician must be quick to evaluate the risk 
of suicide. He must be equally quick to realize the need 

for the services of a psychiatrist when it arises. 


Some Aspects of Psychiatry in General Practice 


MAURICE HYMAN, M.D. 


Louisville Veterans Administration Hospital 
and the University of Louisville College of Medicine 
Louisville, Kentucky 


A LITTLE OVER A year ago, after approximately 20 years 
in general practice, I left what had been my chosen 
field and entered a residency in psychiatry. This seems 
like a good time to stop and look backward to see what, 
if anything, I have learned during the year. How 
would my newly acquired knowledge have affected my 
method of handling patients with emotional illnesses in 
general practice? Perhaps one year is too short a period 
in which to draw conclusions, yet I think it is important 
to do this while I still have the viewpoint of the general 
practitioner. 

From my present rather shaky vantage point, I will 
try to discuss some of the emotional problems I dealt 
with in general practice as they appear to me now. 
Since it is neither practical nor desirable to cover all 
such problems met with in general practice (even if I 
were competent to do so), I have limited myself to only 
a few points. I will present a few things I have learned 
about each of these problems; things which, had I 
known them during my general practice days, would 
have made me more comfortable in handling the pa- 
tients involved. If I do stray off into unintelligible 
psychiatric verbiage, it is because, as one speaker said, 
“If | use big words, they won’t know how little I know 
about what I’m supposed to know.” 
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Four topics on which I should like to comment are: 

1. Reasons for the reluctance of the general physician 
to treat mental illnesses. 

2. Some “do nots” in psychotherapy. 

3. Evaluation of suicidal risk. 

4. The problem of referrals to a psychiatrist. 


Reluctance of the General Physician 


Some time ago, in Medical Economics, there was a lit- 
tle poem entitled “A G.P.’s Prayer” that went like this: 
Lord, all I ask is sense to flee 
From folks who need psychotherapy. 
Let somatic ills keep me employed 
In general practice, un-a-Freud. 

This represents the point of view of many general 
physicians today. Certainly it is not unusual for a doc- 
tor to avoid situations that he feels unqualified to 
handle. In this case, however, he is voicing a request 
that he be spared from a type of case that represents 
the majority of his practice. He treats such patients 
every working day, and, in the majority of cases, he 
treats them very well. Strangely enough, he often 
treats them best when he doesn’t realize he is treating 
them. 
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In view of these things, the desire to avoid cases of 
emotional illness seems most illogical. Yet, I am certain 
that there are many reasons for it. The following ones 
suggest themselves at once. 


PROLONGED TREATMENT 


The diagnosis of mental disease immediately sug- 
gests a chronic illness to most of us. In this era of cura- 
tive medication and definitive surgery we have all 
come to expect rapid cures and to rely on the God-like 
feeling this gives us. The knowledge that treatment 
may extend over a relatively long period of time with 
somewhat less chance of success than we can expect in 
most organic illnesses leaves us frustrated and un- 
happy. And during the course of treatment we shall be 
able to make few, if any, of our usual authoritarian 
pronouncements. 


Farture To Accept Neurosis AS DIsEASE 


Most physicians understand fairly well the theory 
that stress, both internal and external, plays a large 
part in the causation of the neuroses, and that signs 
and symptoms are produced without conscious partici- 
pation on the part of the patient. Yet, they have not 
wholeheartedly accepted it. They still feel that there is 
something dishonest about emotional illness and that 
the patient could overcome it if he really wanted to. 
Many patients are still being told to “pull yourself 
together,” “quit worrying,” ‘“‘buck up” and all the 
other clichés so dear to the hearts of physicians and 
laymen alike. 


Lack or Speciric D1aGNnosis 


We throw stumbling blocks in our own paths by re- 
fusing to make a definite diagnosis, though I think we 
are all convinced that diagnosis suggests treatment. No 
one of us would diagnose a pain in the abdomen as 
*abdominalgia” and not make an attempt to determine 
the organ involved and the pathologic process present. 
Yet I think the most common diagnosis made in minor 
illness is “that damned neurotic.” Undoubtedly most 
physicians today are competent, or should be com- 
petent, to diagnose the large majority of cases of emo- 
tional illness. I believe that making a specific diagnosis 
in each case would lead to a much greater percentage 
of successful treatment. 


Some “Do Nots” in Psychotherapy 


The term psychotherapy represents a real barrier to 
many physicians. It seems to connote something vague, 
indefinite and mysterious. Yet we use it in one form or 
another daily in our practices. The story is told of the 
patient who called his physician to ask if he might eat 
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pea soup. “Certainly not,” replied the doctor. ‘Wel’ 
then, could I have oyster stew ?” asked the patient. Th: 
doctor agreed that this would be all right and hung up 
Turning to his wife, he said, “If the old fool had aske«: 
for oyster stew first he could have had his pea soup.” 
We know that a psychotherapeutic element accom: 
panies each pill we give, and more accompanies eac!) 
injection. We recognize that a little reassurance ofte:: 
seems to work wonders. Beyond these simple thing.. 
all is pretty much confusion. Like physical examina- 
tion and history-taking, psychotherapy is a technique 
that is learned principally by doing. In the past year | 
have managed to gain no more than a nodding ac- 
quaintance with this method. I have learned a few “clo 
nots” that would have been of great value to me had | 
known them during my years of general practice. 


Don’t ARGUE 


The psychotherapeutic process consists principally 
in attempting to help the patient verbalize some of his 
problems with the hope that he will be able to recognize 
the source of his difficulty. It should never be allowed 
to degenerate into a discussion or an argument. The 
therapist’s main job is to keep the patient talking 
about pertinent material as much as possible. Later on, 
he may suggest possible explanations for the patient’s 
thoughts and attitudes, always leaving an opening so 
that the patient may either accept or reject explana- 
tions. 


Don’t ADVISE 


Counseling is never psychotherapy. In fact, the two 
are exactly opposite—counseling aims to solve some 
of the patient’s problems for him, while therapy at- 
tempts to help the patient so that he can solve his own 
problems. Counseling should only be done by experts 
in the particular field involved. Few doctors are quali- 
fied to give advice outside the field of medicine. 


Don’t Be HostiLe 


Hostility shown or expressed by the patient may be 
very useful in psychotherapy—it should never be al- 
lowed to elicit a like response in the physician. If a 
patient is not satisfied with the physician or his treat- 
ment, it is his privilege to discontinue therapy. If he 
returns, even though he expresses dissatisfaction in 
one way or another, he must feel that he is getting 
some help. Allowing him to express hostility without 
figuratively spanking him may be of great importance 
in his treatment. 


Don’t Be UNsuRE 


An adequate physical workup is important in treat- 
ing the patient.with an emotional illness. However, in 
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the patient with an emotional illness, once the workup 
is completed to the satisfaction of the physician, the 
results of all examinations should be explained to the 
patient. 

The point should be stressed that nothing organic 
was found to account for his symptoms, and no further 
tests should be done without adequate reason. To allow 
the patient to stampede us into doing repeated examin- 
ations only shows our own uncertainty ; this the patient 
is quick to recognize. Then he may believe that the 
physician is not sure of his diagnosis and that there 
may be a physical basis for his symptoms. He would 
like to believe this. 

In this connection, also, it is important that when 
physical abnormalities are found, the physician make 
certain that these explain the symptoms present. We 
have all seen what happens when the doctor at- 
tempts to explain obviously neurotic symptoms on the 
climacteric, on slight variations in blood pressure or 


hemoglobin, and the like. 


Don’t Be Too REAssuRING 


Overoptimism, or reassurance given too early may 
destroy the therapeutic relationship. Patients realize 
that a certain amount of workup is necessary to make a 
diagnosis or to rule out a pathologic condition. Opti- 
mistic pronouncements made too early convince them 
that you take their symptoms too lightly, or that you 
don’t know your business. 


Don’t APPROVE OR CENSURE 


It is not necessary to condone or disapprove the pa- 
tient’s actions and words. It is necessary that we ac- 
cept them as factual data and attempt to work through 
with him the reasons for them and for unusual feelings 
he may have over them. 


Don’t Be Too CrepuLous 


It is important that the therapist not become so en- 
grossed in the patient’s words that he loses their mean- 
ing. I think we all recognize that the woman who re- 
peatedly talks of Aunt Rosie’s cancer but denies any 
fear of the disease is only whistling in the dark. In the 
same way, too vociferous a denial often means the 
exact opposite. Shakespeare recognized this when he 
said, “The lady protests too much, me thinks.” 

Probably one of the main reasons for the average 
practitioner’s fear of psychotherapy is the confusion 
engendered in his mind by the many different schools. 
Each has its own theories. The meanings of these new 
ideas are known only to the founders of the schools 
(and I’m not certain that they always know them). 
However, basically, all psychotherapy depends on a few 


simple concepts: 
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1. The confidence of the patient in his physician. 

2. Support of the patient by the physician. 

3. The opportunity for the patient to ventilate or 
“talk out” his troubles, thereby gaining some measure of 
insight into the true nature of his difficulties. 


Evaluation of Suicidal Risk 


The recognition of depression and the evaluation of 
suicidal risk are always difficult problems. There is 
certainly no sure way of solving them. As in many 
other illnesses, the biggest factor in making the diagno- 
sis is thinking of it. Complaints of insomnia, especially 
in the early hours of the morning, lack of energy, 
weight loss and constipation should alert the examiner, 
even though these are present in many other condi- 
tions. It is always helpful to me to remember the post- 
influenzal picture, which is a mild depression. It is 
important to remember that a smile on the patient’s 
face does not rule out depression. The following points 
are helpful in the evaluation of suicidal risk. 


Prior ATTEMPTS 


A previous attempt at self-destruction must be 
viewed seriously. Depressed patients frequently try it 
again. In this connection, scars on the wrists or throat 
may be helpful when the patient denies prior attempts. 


EXPRESSED INTENTION 


A patient’s expression of suicidal intent should never 
be dismissed as simply an attention-getting device. As 
many as 40 per cent of suicides announce their inten- 
tion verbally. 

There is no reason to fear that direct questioning of a 
patient about suicidal intentions will suggest the idea 
to him if he has not already thought of it. Direct ques- 
tioning may give valuable information not available by 
any other method. The most reassuring reply is a 
qualified denial. A plain negative reply in an obviously 
depressed patient is of little value. A flood of self- 
accusations or expressions of hopelessness released by 
direct questioning should be viewed as a veiled admis- 
sion of intent. Fortunately, many patients will tell 
honestly of their suicidal ideas. 


RECOVERY FROM DEPRESSION 


A patient with a recent depression should be ob- 
served with particular caution, since the patient com- 
ing out of a deep depression may now attempt what 
he was too immobilized to try previously. A relatively 
rapid change from depression to a happy, peaceful 
mood may signify that the patient has definitely de- 
cided on his plans for suicide, and now feels that his 
troubles are almost over. 
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Heavy DrinkInc 


Recent heavy or unusual drinking should alert the 
physician. Deeply depressed patients sometimes drink 
to relieve the discomfort associated with depression. 


AGITATION 


The patient’s mental status provides clues regarding 
an existing tendency to suicide. Allagitated depressions 
point to potential suicide risk. Depressive stupors 
signify less immediate danger. States of acute panic 
may lead to serious attempts at self-destruction. Mor- 
bid thoughts centering around baseless self-accusation 
may suggest suicidal intention. 


Famity History 


A history of suicide in the immediate family should 
not be dismissed lightly since there are many cases of 
multiple suicides in the same family. Also the recent 
loss of a loved one, either by death or by separation, 
should make the examiner more alert, since this is a 
common cause of suicide. . 

A good rule to remember is, “Never let a depressed 
patient leave the office until you have demanded that 
the family share the patient’s suicidal potentialities 
with you.” This is true whether the patient is to be 
hospitalized or not. This is illustrated by the following 
case. 

An obviously suicidal woman was held in the office 
of a psychiatrist until the husband could be located. A 
warning of the patient’s condition was given in the 
strongest possible terms. The husband, feeling that he 
knew his wife’s moods and that she was only “putting 
on,” chose to ignore the warning. Two suicide at- 
tempts followed within a few days, the second of which 
was dramatically successful. True, the patient is just 
as dead as if no warning had been given, but the blame 
is where it belongs—with the husband and not with 
the physician. 


Referrals to a Psychiatrist 


A troublesome problem. frequently discussed among 
physicians, is the question of how and when to refer a 
patient to a psychiatrist. If the patient has been 


handled properly from the beginning, and does not 
improve in a reasonable length of time, then it follows 
logically that the services of a specialist are necessary. 
Sometimes the patient is recognized immediately as onc 
requiring the services of a psychiatrist. Then, a physi- 
cal workup, followed by a simple explanation of how 
mental processes could cause the symptoms com- 
plained of, should suffice to show the necessity for the 
referral. In depression, with possible or actual suicida! 
risk, the physician should insist on immediate con- 
sultation, enlisting the help of the family if necessary. 
Certainly this situation is no different than the referral! 
of a patient with an acute abdomen to the surgeon. 

Any psychiatrist appreciates a phone call or letter 
telling as much as you know about the patient, what 
you have already done for him or told him, and the 
purpose of the consultation, if this is not evident. | 
have heard physicians say that they do not get reports 
on patients referred to a psychiatrist. It seems illogical 
to expect a report if the referring physician has not 
shown enough interest to communicate with him pre- 
viously. Another reason for nonreporting by psychia- 
trists is that physicians sometimes show the psychia- 
trist’s report to the patient. This may be very harmful 
for several reasons. For one thing, psychiatric diag- 
noses carry connotations far beyond their true mean- 
ing to laymen. For instance, the word schizophrenia 
means a hopeless mental illness to many. Another dan- 
ger arises in showing his report to a paranoid patient. 
This has been known to make the psychiatrist’s life in- 
surance carrier very unhappy. 

In the great majority of cases, the general practition- 
er treats emotional illnesses very well. There is no rea- 
son for feelings of guilt over the prescribing of seda- 
tives and tranquilizing drugs, if this is done in amounts 
that are consistent with good medical practice. These 
drugs should be presented to the patient not as cures 
but only as crutches to tide him over a temporarily 
disturbing situation or to make him more comfortable 
until the source of his illness can be determined. | 
also believe that there is nothing wrong with giving 
injections of relatively harmless substances, such as 
vitamins, if these are used as a method of bringing 
the patient back periodically for psychotherapeutic 


interviews. 


GP Mental THE FAMILY DOCTOR, says a national mental health leader, is the first line of defense against 
: mental illness. During a conference in Philadelphia on mental health problems, Mike Gorman, 
Health Aid the executive director of the National Mental Health Committee said that the interpersonal 
relationship between the doctor and the patient is the greatest single tool in treating mental 

disease. “‘It is greater than any miracle drug,” he declared.—N. Y. Tres 
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LAB REPORT 


Urine Sugar 


ROBERT J. GILSTON, M.D. 
Amsterdam, New York 


METHODS 


There are several popular methods for demonstrat- 
ing sugar in the urine (Figure 1). Of these, Benedict’s 
reagent and the slightly-less-sensitive Clinitest tablet, 
give the clearest end points. In addition to various 
reducing sugars, other substances may give a positive 
test. Although the end points (color changes) are less 
clear cut with Tes-tape or Clinistix, these methods 
have the advantage of specificity for glucose. 

By comparing the reactions with color charts sup- 
plied with the testing material, the amount of sugar in 
the specimen may be roughly quantitated. This in- 
formation is useful in determining the insulin require- 
ment in uncomplicated diabetes, and in the treatment 
of diabetic acidosis. 


RATIONALE 


Sugars that reduce cupric to cuprous ions will, if 
present in significant amounts, give a positive Bene- 
dict’s, Clinitest or Galactest. The ‘tape”’ method (Tes- 
tape and Clinistix) incorporates an enzyme specific for 
glucose. 

In determining the amount of insulin required to 
regulate a diabetic, urine sugars are particularly useful. 
A urine specimen is tested before each measured meal, 
and at bedtime. The urine sugar is graded from 1+ to 
4+, and 5 units of regular insulin is given for each 1+ 
before meals (do not give regular insulin at hour of 
sleep). One hour before breakfast on the following lay, 
one half the total of regular insulin is given as a long- 
acting insulin such as NPH. If NPH is already being 
used, it is increased by this amount. 

In the severely acidotic patient, relatively large 
amounts of regular insulin are required immediately. 
After this initial treatment, urine should be tested 
every hour, and 5 units of regular insulin given for 


Figure 1. Methods for demonstrating sugar in urine. 


with more elaborate tests, is an excellent therapeutic 


guide. 


INTERPRETATION 


About nine-tenths of people with sugar in the urine 
do not have diabetes. How should one separate the 
diabetics from the nondiabetics? The urine should not 
be tested in the fasting state, but two hours after a meal 
containing about 100 grams of carbohydrate (Figure 
2). If sugar is demonstrated, a “tape” test on the same 
specimen will establish whether or not it is glucose 
(the sugar “spilled” in diabetes). Although there are 
occasional exceptions in children, if both glucose and 
*facetone”’ (ketones) are present in the urine, diabetes 
is highly probable. Having demonstrated glucose in 
the urine, venous blood sugar levels should be deter- 
mined two hours after 100-gram carbohydrate meals. 
If these are persistently above 130 mg. per 100 ml., 
diabetes mellitus is present. Rarely, intracranial hyper- 
tension and emotional stress will temporarily mimic 
the criteria for diabetes mellitus: glycosuria and 
hyperglycemia. 

At times, especially in the aged, decreased glomular 
filtration results in hyperglycemia without glycosuria. 

Glycosuria without hyperglycemia may occur in true 
and false renal glycosuria (failure of the renal tubule to 
reabsorb sugar), in renal insufficiency, in alimentary 
glycosuria where gastrointestinal absorption exceeds 
the liver-storage capacity, and in pregnancy. In spite 
of its association with one of these, glycosuria must be 
investigated immediately and followed up later. 


- Orange juice 1 glass Milk, whole VY cup 
each 1+ sugar and for a positive (1+ to 3+) acetone. Cornflakes cup Bread 2 slices 
Obtain the urine by indwelling catheter if there is any Sugar 3 teaspoons Jelly 2 tablespoons 


question of incomplete emptying of the bladder. 
The simple urine sugar determination not only has 
diagnostic significance, but when used in conjunction 


Figure 2. One hundred gram carbohydrate breakfast. 
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Foot Instability in Childhood 


The early signs of flatfoot are easily recognized. 

And early diagnosis is important, for this common disturbance 
can have serious consequences in later life. 

The salient features of treatment include hightop shoes 

(for heel stabilization, not for support); shoe raises (until the child 
can maintain proper foot alignment by his own efforts), 

and occasionally, appliances. Common arch supports 

have no value and may lead to muscular atrophy. 


CARL M. FELLHAUER, M.D. 


Saint Louis, Missouri 


PespLaNovatcus (flatfoot) of varying degree is a com- 
monly unrecognized mechanical disturbance in chil- 
dren. Far too many of these cases are neglected, until 
the parent and not the doctor becomes aware of the 
existence of this condition. Both the general practi- 
tioner and the pediatrician are in a key position to 
recognize and arrest these mechanical instabilities. If 
certain fundamental principles are kept in mind, diag- 
nosis is simple, treatment is effective, and the financial 
burden to the parent is relatively small. 

The untreated flatfoot in early childhood can have 
serious consequences in later life. The stress and 
strain factor commonly results in secondary disturb- 
ances in all of the joints of the lower extremity. Also, 
it is a strong contributing factor to the many low back 


problems of adult life. 


Signs and Symptoms 


From the time the child begins to walk without as- 
sistance, it becomes important to examine the lower 
extremities for early signs of flatfeet. These signs are 
simple and unmistakable. With the child standing 
barefoot on a hard surface, observe the alignment of 
the Achilles tendon. This tendon should be nearly 
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perpendicular to the heel. When there is an inward 
curvature of the tendo Achilles (Helbing sign), the 
medial longitudinal arch pronates (Figure 1). As the 
degree of curvature of the tendo Achilles increases, 
the greater the valgus of the heel, the more pronounced 
the flatfoot and finally the greater the degree of knock- 
knee (genu valgum) (Figure 2). 

When standing, a child with flatfoot assumes a posi- 
tion of forefoot abduction, so that a plumb line dropped 
from the anterior superior spine, bisecting the middle 
of the patella, will fall to the inner side of the foot 
instead of bisecting the second toe (Figure 3). 

In walking, these children tend to rotate their lower 
extremities externally. Thus, they maintain their feet 
in forefoot abduction, rolling off the side of the great 
toe and first metatarsal-phalangeal joint, instead of 
using the great toe as a “take-off” as one does in the 
true heel-to-toe gait of parallel walking. This kind of 
walk causes progressive stress and strain on both the 
intrinsic and extrinsic muscles of the foot and leg, as 
well as on the ligaments of the foot. Then, symptoms 
occur. 

As a rule the child is too young to pinpoint sub- 
jective complaints. If asked where the pain is, he is 
very much open to suggestion. However, a general 
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pattern sooner or later becomes obvious. The child 
becomes progressively more irritable. He stumbles and 
falls with increasing frequency. He tends to play 
“sitting games” rather than “running games” because 
of lower extremity muscular strain and fatique. There 
is loss of appetite due to inactivity and the inability 
to participate in normal exercise. Finally, night cries 
occur in the advanced stages due to cramping of the 
foot and leg muscles. 

A good number of these children are treated for 
vitamin deficiencies and glandular disturbances. One 
such child was treated for early rheumatic fever (al- 
though the sedimentation rate remained within nor- 
mal limits). The child with progressive, unattended 
flatfoot develops more slowly than his mechanically 
stabilized playmate. 


Treatment 


Except for the far-advanced pesplanovalgus, treat- 
ment and correction is simple and inexpensive. 


Hicutrop SHOES 


As a general rule, all children with or without 
mechanical instability should be kept in sturdy high- 
top shoes until the age of 5. This arbitrary figure must, 
of course, be tempered with judgment. A sturdy shoe 


Figure 1. Secondary pronation of the medial lon- 
cuudinal arch and genu valgum, as a result of 


algus of the heels. 


knees.” 
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does not necessarily mean an expensive shoe, but one 
in which the counter of the shoe (the part that en- 
velops the heel) is rigid. The hightop shoe is chosen 
because it lessens the tendency for the heel seat to be- 
come rounded and the counter weakened by the child’s 
habit of removing the shoe and putting it back on with- 
out untying the laces. This occurs with low-quarter 
shoes. (The hightop shoe is not chosen because it 
lends better support.) A Blucher type is preferable 
because it permits uniform lacing (Figure 4). 
Adequate shoe length is not measured by feeling for 
the end of the toe through the shoe, as is most often 
done, since most children have the tendency to curl 
their toes inside the shoe giving the examiner the er- 
roneous impression of proper length. The correct 
method of proper length measurement is to identify 
the first metatarsal-phalangeal joint. This joint should 
lie directly behind the widest part of the shoe (Figure 
5). If this is done, over-all length is always adequate. 


SHOE ‘‘RalsEs” 


Following the purchase of hightop shoes, a raise 
ranging from ¥ to %¥% inch is placed from heel to toe 
on the great-toe side of both shoes. (The term “‘great- 
toe side” is used rather than “medial” in prescribing, 
in order not to confuse the shoe repairman.) The 
height of the raise is determined bythe degree of exis- 
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Figure 2. Positive Helbing sign and “knock- Figure 3. Plumb line in normal foot (left) as 
opposed to the same line in flatfoot (right). 
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Figure 4. Blucher type shoe flaps on child’s shoe at right. Balmoral 
type on adult’s shoe at left. 


ting positive Helbing sign. The raises are gauged to set 
the heel in a slightly overcorrected position of varus, so 
that the shoes, with increased activity, “run over” on 
the lateral side (Figures 6 and 7). 

An examination is made in approximately three 
weeks, at which time a check on the adequacy or in- 
adequacy of the raises is made by examination of the 
shoe tread. Evidence of wear should be lateral to a line 
drawn through the center of the heel and projected the 
length of the shoe. It is not necessary to see the child 
again until he is ready for the next pair of shoes. This 
regimen is continued until correction has been at- 
tained. A reliable shoe man is important since pre- 
scribed raises must be accurately measured. They are 
not tacked on to the heel and sole, but are carefully 
inserted between the inner and outer layers of the shoe 
sole. 

Experience has shown that the length of time neces- 
sary for correction is usually directly proportional to 
the time when muscle power of the lower extremity has 
developed to the point where the child can maintain 
proper mechanical alignment by his own effort. Stabili- 
zation of the heel permits the muscles of locomotion to 
strengthen so that proper development occurs. Most 
often, within three weeks after institution of proper 
heel alignment, the parents note a rather dramatic 
improvement insofar as previously described symptoms 
are concerned. In addition the tendency to fall and 
stumble disappears. 
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Figure 5. For the proper fit in length of a shoe, the first metatarsal- 
phalangeal joint should lie directly behind the widest part of the 
shoe. 


Figure 6. Correction of genu valgus while standing in wedged shoes. 
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Figure 8. Modified Whitman duraluminum appliance covered with leather. 


Figure 7. Same patient shown in Figure 6. Raises have set heels in Figure 9. Positions of tendo Achilles with and without appliance 
overcorrected position of varus. shown in Figure 8. . 
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It has been interesting to observe the quick acquisi- 
tion of heel to toe parallel gait in the child. During the 
period of mechanical stabilization, barefoot walking on 
hard surfaces is discouraged. It has been long recog- 
nized that barefoot walking in sand is beneficial to 
strengthen muscle power, but not on hard terrain. This 
is particularly important in those children with a 
tendency to inherent structural weakness. 

In general, arch supports have no value in correction 
since they do no more than act as a crutch in support- 
ing the longitudinal arch and do not change the posi- 
tion of the heels, They act by taking strain off the 
medial longitudinal arch and thereby give sympto- 
matic relief. However, in doing so, they put the in- 
trinsic muscles of the foot to rest with the resultant 
slow but progressive atrophy of these muscle groups. 


APPLIANCES 


In a few advanced, untreated cases in older children, 
shoe raises by themselves may not be enough. The use 
of an appliance designed to stabilize the heel may be 
needed temporarily in conjunction with the lifts (Fig- 
ures 8 and 9). But if this is necessary, they should 
rarely be used longer than six months, since children 
have a tendency to rely on an appliance more as an 
arch support rather than as a stabilizing appliance. 

Another method of heel stabilization is the use of 
an inside counter of fiberglass as described by Jones. 


Russer vs. LEATHER HEELS 


When a child reaches the age where the shoe has « 
separate heel, rubber heels and leather soles are pre- 
ferred. The rubber heel is less jarring and when the 
rubber heel strikes the ground in walking, it fixes the 
foot in preparation for the proper great toe “take-off.” 
The leather heel tends to jar and slide with each step. 

Too many parents are told by their doctors not to 
worry about their child’s condition; that the child wil! 
probably outgrow his foot problem. The large number 
of adult patients that seek relief from their distress at 
the University foot clinic disproves such wishful think- 
ing. Granted that some of these children do seem to 
get along, their number is by far in the minority. Shoe 
manufacturers and commercial arch support companies 
have been quick to recognize this fact to the point of 
developing footgear designated as arch support shoes, 
corrective shoes and the like. 

Bear in mind that incorporating a Thomas heel or 
including a support inside the shoe does not neces- 
sarily mean that the shoe is corrective. Actually, shoes 
are an important adjunct in correction of certain 
mechanical foot problems, rather than being cor- 
rective, per se. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


HOW TO EXPLAIN TO PATIENTS... 


Operation for Cancer 


_ ‘When a patient asks why such a big operation some- 
times has to be done to cure a cancer, I explain 
that it is like cutting out a rotten place in an apple. 
One has to cut way out into good apple (good tissue) 
to be sure to get beyond any taint of the primary 

- potten place (the cancer). 


H. Glenn Bell, M.D. Department of Surgery 
University of California Medical Center 
San Francisco. 
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The neurologist is consulted too often in cases of paralysis agitans 
and multiple sclerosis. He is sometimes consulted too late 

in other types of neurologic disorders. Troubles also arise 

because of overuse of special diagnostic tests. 

Mistakes in neurologic diagnosis are more likely to result 


from not looking enough than from not knowing enough. 
The two main reasons for errors are the incomplete examination 


and the tendency to regard a normal finding as a sign of disease. 


Neurologic Diagnoses Most Commonly Missed 


ROBERT WARTENBERG, M.D. 


San Francisco, California 


Unnecessary Consultations 


THE NEUROLOGIC consultant sees too many patients with 
Parkinson’s disease unnecessarily. Of course, early Par- 
kinsonism may be difficult to diagnose, but you have to 
remember that where there is no rigidity and no tremor, 
there is no Parkinsonism. Not every tremor is Parkin- 
sonism. There is, in old people, a cerebellar tremor; 
but here it is without rigidity. The general practitioner 
should and could learn to handle Parkinsonism by him- 
self. There is no secret treatment, and the consultant 
knows no more than the general practitioner. 

Too many cases of multiple sclerosis are referred for 
suggestions as to treatment. There is no standard treat- 
ment for multiple sclerosis. In multiple sclerosis, every- 
thing helps, and nothing helps. 

Too many cases of epilepsy are sent in for consulta- 
tion. It is true, psychomotor epilepsy or petit mal epi- 
lepsy is often overlooked, but generally, epilepsy is such 
a striking clinical picture that it can be diagnosed by 
the practitioner. Do not wait for the electroencephalo- 
gram to establish diagnosis and treatment of epilepsy. 
Epilepsy is a clinical diagnosis regardless of what the 
electroencephalogram shows. 


Unnecessary Diagnostic Tests 


The prevalence of laboratory medicine has assumed 
grotesque and dangerous proportions. This is particu- 
larly true in neurology. There is too much “mechanized 
neurology.” Remember, many diagnostic procedures 
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are harmful, painful, even fraught with danger, and ex- 
pensive. Most important of all, they are in many cases 
superfluous. We can get along without them and make 
a diagnosis with simple clinical procedures. 

I have seen patients who, on the slightest suspicion of 
brain tumor, have been subjected to a pneumoencepha- 
logram with burr holes in the skull, to angiography for 
which there was no indication. Brain tumor does not 
cause typical Parkinsonism. Still, I have seen pneumo- 
encephalography performed in that disease. This 
caused the patient terrible headaches for two weeks, 
and the doctor could finally declare: “It is not a 
tumor.”” How many useless myelograms have been per- 
formed on patients with discomfort in the sciatic region 
in the chase for a disc! 

Muscular dystrophy can, should and must be diag- 
nosed clinically. There is no need for muscle biopsy. 

We must not meekly surrender to the terrorism of 
the laboratory. We must not fatalistically assume that 
there is no appeal to its dictum. We must be clinical 
physicians first and foremost. 


Sources for Diagnostic Mistakes 


There are, of course, many sources for the diagnostic 
mistakes we make. Generally speaking, more mistakes 
are made by not looking enough than by not knowing 
enough. Bookish knowledge is more easily acquired 
than the faculty of observation. 

Of the many fundamental reasons for mistakes, two 
might be particularly stressed. First, incomplete exam- 
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ination. The examiner stops as soon as he has found 
some definite abnormality. He does not pursue further, 
but, happy about his findings, jumps at conclusions. He 
is right. What he found exists. But the trouble is, the 
patient has this and more. 

For example, the patient has a peroneal paralysis on 
the right, but the diagnosis is not “peroneal paralysis.” 
On the same side, the tibial muscles are weak, too, and 
on the other side there is loss of the triceps surae reflex. 
It is not just peroneus paralysis on the right, but a 
peroneal form of progressive muscular atrophy on both 
sides. 

The second great source of mistakes is this: Some- 
thing that is normal is regarded as pathologic. The 
students are taught too much what is pathologic and 
forget completely what is normal. Slight facial asym- 
metry is usually within the normal range. Not every up 
and down movement of the big toe on scratching of the 
sole is pathologic. It must be a slow movement upward. 
Exaggeration of reflexes is often purely functional and 
has no pathologic significance. Many reflexes, like 
Hoffmann and Rossolimo, are not pathologic in them- 
selves, but only pathologic exaggeration of a normal 
reflex. When they are present, they can, but need not, 
be pathologic. 

When trying to build up a diagnosis on some strik- 
ing findings, it is wise to remember the advice given to 
me by William Spiller in 1926: “Do not try to explain 
something that may be wrong in the first place.” It is 
always good to verify again and again the fundamental 
findings. 


SOMATOPSYCHIC vs PsYCHOSOMATIC 


The greatest mistakes are made by calling something 
psychogenic that is actually organic. Great sins are 
committed by the designation “psychosomatic.” If 
something happens after emotion, is accompanied by 
emotion or increased by emotion, it need not be psy- 
chogenic. What we need is more somatopsychic medi- 
cine than psychosomatic medicine; more about the 
influence of the body on emotions than of emotions 
on the body. 

One item deserves particular emphasis, and this is 
the term “hysteria.” It is overused and misused with- 
out rhyme or reason. Every striking emotion is often 
called hysteria. A mother became “‘hysteric” when her 
child was kidnapped. The woman became “‘hysteric” 
when the policeman told her that her husband was 
killed in an accident. The reactions shown here are, 
of course, completely normal. 

Hysteria is a social disease. Nobody is hysteric be- 
tween his four walls. An hysteric wants something. He 
demonstrates his disease, he is interested in it, in order 
to get something out of it and to get it cheaply: a hat, 
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sympathy, recognition, escape from a disagreeab). 
situation. 

One cannot be careful enough in diagnosing hysteri.. 
Its manifestations must be impressive, because thi 
hysteric wants to impress people with his disease i 
order to get something out of it. Very commonly tlic 
first manifestations of torsion dystonia, twisting, tur: - 
ing movements of the extremities, are misdiagnosed «1s 
hysteria. They are not, for the simple reason that they 
are not dramatic enough. 

A diagnosis of hysteria is not complete unless it in- 
cludes the mechanism behind it, which means ‘What 
does the patient want?” The diagnostic problem of 
hysteria in this country is very easily solved: There 
isn’t any. In 20 years of work at the University of 
California Hospital I hardly have seen a case of gross 
hysteria. The time of “grande hystérie” of the day of 
Charcot is over. American women are too sensible, too 
sound and too proud to resort to hysteric dramatics 
and antics to get from their husbands what they need 
and want. They have at their disposal more refined 
ways and means to reach their goal. 


Brain TuMoRS 


Brain tumors are often overlooked, but there is one 
comfort for the general practitioner. Confidentially— 
it happens in “the best families.” I have seen the 
greatest neurologists and neurosurgeons of our time 
make awful boners in diagnosis and localization of 
brain tumor. Unfortunately, these cases are not pub- 
lished. There is no way to escape such mistakes. The 
longer I live, the more I think that it is impossible to 
exclude completely a tumor in a given case. Its mani- 
festations may be most bizarre. The typical cases of 
tumor are in the books; the atypical in practice. We 
must simply be guided by the rule that behind every 
single, progressive, expansive lesion of the brain in a 
middle-aged patient may be a tumor until proven 
otherwise. 

There is only one way to avoid errors—to postpone 
the diagnostic decision and not to force it. If you can- 
not immediately make a diagnosis, try, try again. Time 
is on the side of the physician. 

It might be stressed that examination of the visual 
fields should be done in every suspected case. It may 
give some decisive results. 

One kind of tumor is often overlooked, and this is 
the cerebello-pontine angle tumor, so called angulus 
tumor. Its course is typical. It begins with affection of 
the 8th nerve, tinnitus or deafness, which may be soon 
forgotten, then, after years, diminution of the corneal 
reflex, slight nystagmus, minimal facial paralysis, dys- 
esthesia in the face, slight cerebellar deficit homo- 
laterally. This.is sufficient for the diagnosis. 
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SpinaL Corp Lesions 


The mistakes made in overlooking spinal cord tumors 
are often tragic. The root pains are misdiagnosed as 
visceral disease, and a spinal cord tumor may sail for 
many years under the diagnosis of intercostal neuralgia, 
chronic appendicitis, ovarian tumor. The diagnosis may 
be very easy, or may be very difficult. The character- 
istic root pain may be absent. Only time may reveal 
the real nature of the disease. 

In determining the level of a disease of the cerebro- 
spinal axis, the most common mistake is that localiza- 
tion is made too low. It is wise here to remember the 
admonition: “It is higher than you think.” Ifa patient 
has signs or symptoms of a transverse lesion of the 
spinal cord, he still may not have a spinal cord tumor 
as suspected, but may have multiple sclerosis, the 
manifestations of which at a higher level than that of 
the spinal lesion, for instance old ocular manifestations, 
have been overlooked. 

If after operation for intra-abdominal cancer, a pa- 
tient still has severe pain, there is no use to cut the 
posterior roots since the lesion may be a metastatic 
one, lying higher up, in the vertebrae. 


VascuLaR DISEASES 


Vascular diseases of the brain are often overlooked, 
and in particular the effect of hypertension is underes- 
timated. What I have learned is the following: If a pa- 
tient has had a severe hypertension for many years, he is 
entitled to have many signs referable to the brain, such 
as headaches, dizziness and local signs. The hyperten- 
sion explains much and such a patient most probably 
does not have a brain tumor. 

Little: strokes, emphasized by the brilliant Walter 
Alvarez, are often overlooked. They may affect any part 
of the brain and may be very transient. Particularly the 
thrombosis of one artery, the arteria cerebelli posterior 
inferior (so-called Wallenberg syndrome), is often over- 
looked. This artery supplies the lateral part of the upper 
medulla oblongata, and its thrombosis produces a most 
characteristic syndrome. There is a mild, acute onset 
with involvement of the 5th, 7th and 8th nerves on one 
side, slight analgesia on the other side of the body, 
cerebellar signs on the homolateral side. Decisive is the 
finding of vocal cord paralysis homolaterally. 

Subarachnoid hemorrhage from an aneurysm and 
subdural hematoma after mild brain injury are too often 
overlooked. 

Speaking of vascular disease, one must emphasize that 
arteriosclerosis of the lower extremities is often missed. 
This is very common, and often looked upon as rheu- 
matism, and particularly as sciatica. The diagnosis is 
eas» with careful examination. 
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MULTIPLE SCLEROSIS 


Multiple sclerosis is a very popular diagnosis, and is, 
generally speaking, diagnosed too much, but occasion- 
ally the diagnosis is missed. The diagnosis of multiple 
sclerosis requires proof that there are multiple, scattered 
lesions. Very revealing is the history of attacks of dizzi- 
ness, transient double vision, dysesthesias in one ex- 
tremity. All this is long forgotten. Generally speaking, 
for diagnosis of multiple sclerosis, we must require the 
presence of pyramidal tract signs. The pyramidal tract 
is so long that it must be damaged somewhere in multi- 
ple sclerosis. Without pyramidal tract signs, one should 
hesitate to diagnose multiple sclerosis. 

One type of multiple sclerosis is particularly prone 
to be misdiagnosed, and this is acute multiple sclerosis. 
It may assume the form of hemiplegia or paraplegia. It is 
most helpful to think of one word in diagnosing this 
condition, and this word is “discrepancy.” This type 
of multiple sclerosis is particularly characterized by dis- 
crepancy between the severe neurologic signs and lack 
of any adequate general or local signs and symptoms. 


InFEcTIOUS DISEASES 


Polio is much too often diagnosed. Some mothers 
seem to prefer this diagnosis to any other. With this, 
grants for treatment are connected, and so, under the 
diagnosis of polio, sail many conditions that are 
spastic, neuritic, congenital or due to tumor. 

A great source of diagnostic mistakes are the infectious 
diseases of the nervous system, particularly those affect- 
ing the peripheral nerves. This is excusable because 
these diseases have only been recognized recently. In- 
fectious polyneuritis is seldom correctly diagnosed. 
There is no reason to call it specifically Guillain-Barré 
syndrome. It is the good old infectious polyneuritis. 
What one should keep in mind is that this polyneuritis 
may be partial. For instance, it may be only motor, and 
it may not affect all the peripheral nerves. The lower 
extremities only may be affected, or only the upper ex- 
tremities, or one plexus, or several scattered nerves. A 
single motor nerve may be affected, and a single sen- 
sory nerve. Some unknown infection, perhaps virus in- 
fection, may affect one single nerve, and this nerve may 
be the sciatic nerve. We have, then, an infectious 
sciatica and this teaches you that not every sciatica is 
due to a protruded intervertebral disc. 


OrueR DisorDERS 


Amyotrophic lateral sclerosis is too often diagnosed. 
And it is a very sad story that the wrong diagnosis is 
told to the unfortunate patient. This is a very grave 
diagnosis and means death for the patient in two to four 
years. The diagnosis of amyotrophic lateral sclerosis re- 
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quires the presence of anterior horn signs and pyra- 
midal tract signs. The process must be subacute and 
bilateral. 

When the patient has a spastic paralysis of both legs 
and nothing else, and we naturally are looking for some 
gross pathology in or around the spinal cord, it is well 
to remember that there is such a clinical entity as pri- 
mary lateral sclerosis, i.e., primary, autochthonous de- 
generation of both pyramidal tracts of the spinal cord. 
Useless myelograms and laminectomies bear tragic tes- 
timony that this plain fact is often overlooked. 


The diagnosis of myasthenia is often missed. The « .- 
sential here is the tiredness of muscles, particularly : 
repeated performance. Without this tiredness, the dit _- 
nosis cannot be made. Keep in mind that the signs .f 
myasthenia may be transient, may subside for soi ¢ 
time, even for years. The Prostigmin test is of great vali. 

Myotonia is often missed. Here the contracted mus- 
cles do not relax easily. The pathognomonic sign ‘s 
elicited by tapping the muscles, for instance the thei.ir 
muscles; the contracted thumb muscles relax very 


slowly. 


THE PRESENTING SYMPTOM... 
Shock 


Tue rAtient has weakness, faintness, pallor or cya- 
nosis, cold moist skin, feeble rapid pulse, hypoten- 
sion with a small pulse pressure—and lapses into 
coma. There is no overt evidence of trauma or 
hemorrhage. 

r A. shock-like state may or:ginate from one of 

several mechanisms. Hypovolemic shock is due to 
hemorrhage—there is diminished venous. return to 
the heart. Peripheral circulatory collapse may be due 
to drugs or reflex mechanisms. It is also characterized 


Hypovolemic shock 
due te hemorrhage 


Peripheral circulatory 
collapse due to drugs 
or reflex mechanism 


by diminished venous return to the heart—because  __ 
blood pools in dilated capillary beds. Cardiogenic __ 
shock is due to failure of the heart as a pump—asin 
acute myocardial infarction, terminal congestive heart 
failure, tachycardia or cardiac tamponade—and oc- 
curs despite adequate venous return to the heart. 

This knowledge sometimes permits application of 
simple clinical signs in diagnosing cardiogenic shock. 
If the venous pressure is elevated (if venspuncture is 
easy) or if there are signs of mild pulmonary conges- 
tion, then venous return is adequate and the chimical 
picture is due to heart disease. This serves to lead 
more quickly to consideration of acute myocardial 
infarction or perhaps tamponade, when there are no 
more definite signs. 


Cardiogenic shock 
dve to failure of 
the heart 2s a pomp 
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Chronic Cystic Mastitis 


Chronic cystic mastitis rarely consists of a single 
or pure histopathologic lesion. Current theories relate its 
occurrence to excessive estrogen stimulation. Clinical studies 
suggest a relationship to cancer, in that patients with chronic cystic 
mastitis develop breast malignancy two or three times more 
fréquently than the average female population. The history 

and physical examination are more important 


than any specialized tests in arriving at a diagnosis. 
Although conservative care is useful in younger patients 
with diffuse disease, complete local excision 


is generally the treatment of choice. 


EDWARD F. LEWISON, M.D. 


Breast Clinic Department of Surgery, Johns Hopkins Hospital and University 
Baltimore, Maryland 


CHRONIC cystic mastitis is a common disease of uncer- 
tain origin, puzzling pathogenesis, difficult diagnosis 
and unsatisfactory treatment. Bedeviled by a galaxy of 
synonyms, chronic cystic mastitis is ofter referred to as 
mammary dysplasia, fibroadenosis, cyclomastopathy, 
mastodynia, adenosis, fibrocystic disease, Bloodgood’s 
blue-domed cysts, Schimmelbusch’s disease, mazo- 
plasia and a host of other complex and hybrid terms 
that have added chronicity to confusion. 

The name chronic cystic mastitis is deplored as hap- 
hazard terminology by such distinguished pathologists 
as Foote and Stewart. They say that “it conveys no in- 
dication of the presence or absence of many histopath- 
ologic changes; moreover, it implies a common etiology 
for a variety of lesions, most of which are anything but 
basically inflammatory processes.” Nevertheless, the 
present opinion of most doctors favors the term chronic 
cystic mastitis and, as noted by these authors, among 
some it almost amounts to a “‘surgico-patholgic reflex.” 
Those who prefer a more precise terminology usually 
base their diagnosis on the predominant pathologic pic- 
ture, for rarely does chronic cystic mastitis consist of a pure 
or single histopathologic type of lesion. 

I many patients with this benign disease, the path- 
olovic picture is representative in part of two or more 
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types of abnormality. The routine practice, suggested 
by Cheatle and Cutler, of examining large microscopic 
sections of whole breasts “definitely proves that it is un- 
safe to assume that sections made from only part of a 
breast represent the state of the whole gland.” Never- 
theless, despite its shortcomings, chronic cystic mastitis 
is a useful term, advocated by authority, recommended 


by custom and understood by all. 


History 


The ancient Greek physicians failed to distinguish 
between cancer and benign cystic disease despite their 
keen clinical observations. However, Hippocrates ap- 
preciated the difference between breast abscess and car- 
cinoma, and Galen was careful to note that “cancerous 
tumors are found in all parts of the body, but particu- 
larly in the breasts of women after the menopause, 
which, so long as it is regular, preserves good health” 
(Figure 1). The ancient Roman, Celsus, suggested that 
the north wind might be the cause of painful breasts. 
As noted in a delightful historical essay by Goodall, it 
was not until relatively modern times that the brilliant 
Irish surgeon, Abraham Colles first clearly described 
cystic disease as an independent entity. Writing in 1811, 
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Figure 1. Breast examination. From the Herbal of Pseudo-Apuleius 
(late 13th century). Reprinted from Lewison, E. F., BREast CANCER 
AND Its DiaGNosis AND TREATMENT, Williams and Wilkins 
Company, Baltimore, 1955. 


Colles called attention to a distinct tumor or hardness 
of the breast which is generally seated deep in the gland 
toward the axilla. “Its surface seems rough...It is occa- 
sionally attended with some pains...On the approach of 
the menstrual period, these pains increase, and cease on 
this evacuation being completed. A temporary enlarge- 
ment of the tumor attends these attacks of pain, and re- 
tires on their cessation.” Colles concluded his percep- 
tive description of chronic cystic mastitis with the hope 
that this kind of tumor will not be mistaken for a true 
scirrhus or breast cancer. 


Incidence 


The incidence of chronic cystic mastitis in the general 
population is dependent toa large extent upon the clin- 
ical and pathologic criteria used in making this diagno- 
sis. For in a disease where the borderline between nor- 
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mality and abnormality is sometimes an indistinct on. . 
it is difficult if not impossible to define with accura: 
either clinically or pathologically the lesions that a « 
characteristic of this syndrome. We all know that t' « 
normal state of the breast is dynamic and not static a: | 
that it varies with age and with the menstrual cyc’:. 
Therefore, studies based upon microscopic patholo..v 
alone must not give the misleading impression of riy:d 
mathematical certainty. 

In a valuable and exhaustive study based upon post- 
mortem examinations Frantz and her colleagues found 
evidence of chronic cystic disease in 53 per cent of a 
group of women with so-called “normal breasts.” 
Arthur Purdy Stout, as reported by Frantz, found 
chronic cystic mastitis to be present in 74 per cent of 
operative breast specimens sent to the surgical pathol- 
ogy laboratory. Foote and Stewart noted cystic or pro- 
liferative changes in 59 per cent of 300 cancerous 
breasts, and in 65 per cent of 200 noncancerous breasts. 

A revealing clinical study by Montgomery and his 
associates, based upon routine breast examinations in 
the course of a busy practice among women patients, 
showed the incidence of breast disease to be about 10 
per cent of 4,651 patients examined. Chronic cystic 
mastitis called “‘fibrocystic disease’ was the most com- 
mon benign disease, but 32 cases of breast cancer were 
discovered by this simple but routine procedure. 

Thus, it is readily apparent that the incidence of 
chronic cystic mastitis is exceptionally high—perhaps 
one of the most prevalent diseases among women—but 
one in which only a small proportion of the patient pop- 
ulation seeks surgical or medical attention. 


Etiology 


Chronic cystic mastitis is neither neoplastic nor in- 
flammatory. It probably represents an abnormality of 
breast tissue caused by an endocrine imbalance of the 
sex hormones. The mammary gland changes in a cyclic 
fashion with normal ovarian activity. This relationship 
and hormone dependence is best illustrated by the de- 
velopment of the breast during puberty as well as by the 
striking mammary changes during pregnancy. The use 
of the sex hormones in the palliative treatment of ad- 
vanced breast cancer seems to indicate a certain specific 
target-organ sensitivity. It seems fairly well established, 
therefore, that the secretion of estrogen and progester- 
one from the ovary, as well as prolactin from the pitui- 
tary, are responsible for the normal changes that occur 
in the breast, and that an imbalance of this hormone 
control may result in pathologic changes consistent 
with chronic cystic mastitis. 

Chronic cystic mastitis does not ordinarily appear 
before puberty and usually does not occur spontane- 
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ously after the menopause. It is most likely caused by 
excessive estrogen stimulation. Lesions comparable to 
those seen in human beings have been produced in the 
breasts of laboratory animals by the long-continued ad- 
ministration of estrogens. This hypestrinism may be, 
of course, the result of excessive estrogen secretion by 
the ovaries and adrenals, impairment of estrogen inac- 
tivation by the liver, or a decrease in the natural estro- 
gen antagonists such as progesterone, cortisone or the 
androgens. Clinical and experimental indirect evidence 
supports the belief that a progesterone deficiency exists 
in these patients. This suggests an ovarian abnormality 
of the nonovulatory type. The role of the mammo- 
trophic hormone prolactin is less well understood but it 
appears to have a direct effect upon breast epithelium, 
as well as acting as a synergist to the sex hormones. 


Diagnosis 


The clinical diagnosis of chronic cystic mastitis is 
usually based upon a painful and nodular condition of 
the breast that must be carefully differentiated from 
malignancy and from inflammatory disease. This nodu- 
larity is usually accentuated in one breast but is almost 
always bilateral. It often occurs during the later years 
of the child-bearing period. Pain is a common feature 
of this condition and is frequently accentuated during 
the premenstrual period. It is usually present in the 
upper and outer quadrant of the breast, commonly 
called the axillary tail of Spence. It is important for 
physicians to remember that a lump in the breast is 
not necessarily benign merely because it is painful. 
Between 25 and 50 per cent of all breast cancers cause 
some discomfort during the course of the disease. 

The over-all complex of chronic cystic mastitis may 
include a single gross cyst, a cluster of macroscopic 
cysts with or without fibroepithelial proliferation or an 
area of adenosis (Figure 2). There is frequently a 
palpable lump that may be indistinguishable from car- 
cinoma. These dominant and discrete benign breast 
tumors may reveal many of the cardinal signs and 
symptoms of breast cancer. 

Most often, however, chronic cystic mastitis is a 
diffuse disease with bilateral areas of nodularity and 
shottiness. These may vary in size and consistency, 
especially during the menstrual cycle, and in a small 
number of cases may even disappear. Solitary cysts are 
usually firm but not hard. Except when they are lo- 
cated in the subareolar region, they are usually freely 
movable without the physical signs of retraction. How- 
ever, tense and thick-walled cysts that are deeply 
situated within the breast give the misleading impres- 
sion of a stony-hard solid tumor and are frequently 
mistaken for carcinoma. 
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Nipple secretion, if present, is usually of the serous or 
milky type. However, the differential diagnosis between 
cancer and chronic cystic mastitis is seldom greatly 
aided by the routine use of a Papanicolaou smear of 
nipple secretion. Concerning the technique of trans- 
illumination of the breast I believe that “‘it is better to 
understand a little than to misunderstand a lot.” 
What may appear to be benign by the light of the 
transilluminator may prove to be malign by the light 
of the microscope. 

Simple or contrast mastography in the differential 
diagnosis between chronic cystic mastitis and cancer 
has several advocates and may prove to be of diagnostic 
value. The roentgenographic interpretation and tech- 
nique has several serious pitfalls that make the exam- 
ination an unrewarding expense. Use of radioactive 
isotopes, infrared photography and ultrasonic high 
frequency sound waves are experimental adjuncts of 
unique interest but of no practical importance in the 
differential diagnosis of this baffling disease. 

The familiar precept of Osler ‘Learn to see, learn to 
hear, learn to feel, learn to smell, and know that by 
practice alone you can become an expert” continues 
to be the keystone of a careful examination. 


Relationship to Cancer 


Modern cancer vigilance is based upon early detec- 
tion, diagnosis and treatment. This, of course, requires 


Figure 2. Chronic cystic mastitis with a large cyst occurring in 
an area predominantly characterized by fibroepithelial prolifera- 
tion and adenosis. From Armed Forces Institute of Pathology, 
Washington, D.C., No. 279495. 
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an accurate appraisal of the importance of chronic cystic 
mastitis in its relation to breast cancer. Striking exam- 
ples of carcinoma developing within the confines of a 
pre-existing benign breast tumor are rare but may seem 
to be a link that is “a little more than kin and a little 
less than kind.” Does breast cancer occur in a higher 
proportion of patients with chronic cystic mastitis than 
in the normal female population? What is the natural 
history of chronic cystic mastitis in the course of a 
long-term clinical follow-up? 

The results of a study at the Johns Hopkins Hospi- 
tal during the period 1925 to 1942 indicate that women 
with chronic cystic mastitis do have a decided predis- 
position to develop cancer of the breast as compared 
to normal women of the same age range. It was found 
that the chances of acquiring breast cancer were 2.6 to 
3.6 times as great as in the average female population 
(Table 1). These significant findings were in common 
agreement with those of Warren in Boston and Clagett 
at the Mayo Clinic. 

Thus, in the relationship between chronic cystic 
mastitis and cancer, knowledge is still fragmentary, yet 
the experimental evidence is strongly suggestive, the 
histologic study is indicative and the clinical course is 
perhaps most impressive. Regardless of the individual 


SUMMARY OF SEVEN PATIENTS DEVELOPING 


interpretation of the existing evidence, there appeai . 
to be a basic relationship between chronic cysti- 
mastitis and cancer. 


Treatment 
CONSERVATIVE CARE 


The treatment of chronic cystic mastitis is highly 
varied, often empiric and generally far from satisfac- 
tory. In younger patients with diffuse disease, where 
mastodynia is the major problem and the likelihood 
of cancer but a minor risk, conservative measures are 
certainly to be regarded as the treatment of choice. 
Simple reassurance is the first and foremost factor in 
providing for a patient’s well-being. Whereas the sud- 
den discovery of a lump in the breast may be “a 
milestone in the life of a woman, it need not be a 
tombstone.” There is no more compelling challenge 
to the skill of a surgeon than the deftness he uses 
in providing comfort and peace of mind to those in 
fear and anguish concerning the possibility of breast 
cancer. 

Additional measures of conservative care consist of a 
well-fitting brassiere often worn both during the day and 
particularly at night. In patients with large and pen- 
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Number Onset Cancer to Cancer Developed 
Right 29 47 18 years 
leh. or 64 62 8 years 

Right 31 “49 18 years Right 
4 Right 42 51 9 years Left 
 Gystic Masrrns 
5 Right 45 55:10 years 
4 
é Right 40 51 11 years 
7 Bilateral 38 48 10 years 
Table 1. 
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dulous breasts weight reduction alone frequently pro- 
vides complete relief of pain. This I have found to be a 
most effective measure. Salt and fluid restriction with or 
without diuretics during the premenstrual period may 
add considerably to the patient’s comfort. 

Certain enthusiasts endorse a vigorous program of 
protein and vitamin therapy and I have seen patients 
literally gorge themselves with beef, liver and heart 
supplemented by large doses of vitamins A, Band C, all 
to no avail. Nothing more strikingly betrays the credul- 
ity of patients than the medical fads and fancies that 
they follow in the treatment of chronic cystic mastitis. 
In Baltimore there is a particularly zealous group of 
bran-eaters, and from my personal observations I have 
found this pulverized meal of little or no benefit in the 
treatment of this disease. The imposition of this regi- 
men actually may result in prolonged procrastination 
in patients better treated by surgery. 

Endocrine therapy is seldom indicated but often used. 
The effect of estrogens is distinctly harmful and may be 
dangerous. Symptomatic relief can be afforded by small 
doses of androgens, and temporary palliative benefit 
may be provided by progesterone if given during the 
latter half of the menstrual cycle. However, the use of 
these hormones is not to be encouraged, and the effects 
are frequently inconstant. 

X-ray therapy is a latent source of danger and has no 
place in the treatment of chronic cystic mastitis. 

If conservative care is to be recommended, it must 
be done so with great caution and as a carefully calcu- 
lated risk. All patients in whom “watchful waiting” is to 
be advised are to be encouraged to practice breast self- 
examination regularly once a month just after their 
menstrual period. Routine follow-up visits are then re- 
quired at periodic intervals. Even slightly suspicious 
lesions must be re-examined immediately after the next 
menstrual period. 


SurRGICAL ExcIsIOoNn 


Since diagnosis is a “science of uncertainty and an 
art of probability,” the safest and surest method of 
treatment for a single, solitary or discrete breast tumor 
is surgical excision. All dominant and well-defined 
lumps in the breast should be promptly biopsied and 
sent to the laboratory for a precise pathologic diagnosis. 
The advantage of a frozen-section examination is that it 
fur:ishes immediate information that will influence an 
operative procedure already under way. If delay between 
biopsy and definitive surgery is deliberate, the period 
of postponement should be measured in hours or days 
rather than in weeks or months. Time is of the essence 
and cancer makes no moratorium. 

For reasons both technical and psychologic, I prefer 
to udmit patients to the hospital and to perform breast 
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¢ Main instrument table 


Figure 3. Patient prepared for radical mastectomy although clinical 
diagnosis is “‘chronic cystic mastitis.’’ Separate instrument tray 
for biopsy and technique of incisional biopsy illustrated. 


biopsy and surgical excision in the main operating room 
under general anesthesia with the patient prepared for 
radical mastectomy (Figure 3). Incisional biopsy is pre- 
ferred over excisional biopsy, and although the advo- 
cates of aspiration or trephine biopsy recommend it as a 
simple and speedy procedure, I have found that it offers 
a false sense of security in those patients revealing a 
negative needle biopsy. 

Complete local excision whenever possible is the 
treatment of choice in chronic cystic mastitis. As sug- 
gested by Bloodgood many years ago, simple mastec- 
tomy is too radical a procedure for benign breast disease 
and too conservative a procedure for malignant breast 
disease. However, certain patients in the older age 
group with a very diffuse cystic disease or those patients 
having recurrent lesions with a distinct premalignant 
potential may best be treated by simple mastectomy. 
Nevertheless, in most cases where simple mastectomy 
has been performed, simple excision probably would 
have sufficed. 

Despite a wide local excision, it has been universally 
observed that recurrent chronic cystic mastitis will de- 
velop in either the same breast or the opposite breast 
in about 15 per cent of the patients. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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Hemostasis of Umbilical Cor: 


LOUIS F. HAMILTON, M.D. 
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Figure la. The cord is engaged. 


Figure 1b. The rubber band compresses the cord. 


PRACTICALLY EVERYONE who has had the responsibility 
of checking the flow of blood in the cord has becn 
plagued with bleeding, either from a tie that is too 
tight or one that is too loose. Various clamps and 
devices have been suggested, all of them good, but 
with enough faults that they have not been universally 
accepted. 

I am presenting a very simple umbilical cord hemo- 
static instrument that is designed to deposit a simple 
rubber band in multiple loops on a doubled back por- 
tion of the cord. 

The relatively gentle action of a rubber band has two 
distinct advantages: it will not cut the fragile cord, yet 
it will effectively afford enough constrictive action to 
stop any bleeding. 

The instrument consists of an outside cylinder with 
a tapered anterior or forward surface for the multiple 
loops of a stretched rubber band, an inside hooked 
piston to bring the cord back into position for releas- 
ing the multiple loops of the rubber band. This is 
done with the thumb of the “other” hand. The time 
involved in this method is probably less than 10 per 
cent of any type of tie, which is important, but not 
nearly as much so as the effective hemostasis without 
cord damage. 

The instrument should be sterilized by boiling, 
autoclave or solution. The strength of the rubber 
band (#32) is tested while making 6 to 7 loops on 
the instrument. 

The band should be applied before the cord is cut; 
and the hook should be applied about one inch farther 
away from the infant than would ordinarily be done in 
using a simple tie, because of the doubling back effect 
in the cylinder (Figure 1a). 

The instrument should be loaded with the rubber 
band, hook extended, held between the index and 
large finger of the right hand, palmar surface up, the 
cord hooked, the fingers contacting the rods of the 
piston, pulling it back against the thumb, which has 
been against the posterior portion of the cylinder. At 
this stage, the left thumb is used to push the multiple 
looped rubber band off the anterior tapered portion 
of the cylinder (Figure 1b). The instrument is then 
removed and the distal portion of the cord may be 
clamped and cut. 
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Increased pulmonary ventilation causes an increase 


in the alkalinity of the plasma. This is the basic defect 

that produces the clinical picture of hyperventilation tetany; 
although the mechanism by which an alkaline plasma 

causes increased neuromuscular irritability is poorly understood. 


The ensuing syndrome may progress to generalized extensor rigidity 


and loss of consciousness. Treatment of an acute attack 


should be directed toward reducing pulmonary ventilation 


—or “slowing”? the respirations. However, the underlying cause 


is most often emotional, so that the diagnosis 
and prevention of hyperventilation is only the first step 
in rehabilitation of the patient. 


Hyperventilation Tetany 


PHILIP K. BONDY, M.D. 


Associate Professor of Medicine, Yale University School of Medicine 
New Haven, Connecticut 


CuHoKiNnG, shortness of breath, muscle discomfort and 
dizziness are among the most common complaints for 
which patients consult their physicians. Since any of 
these may reflect the presence of serious organic dis- 
ease, they deserve careful evaluation. In many in- 
stances, these alarming subjective feelings are a result 
of hyperventilation without organic disease. If the 
functional nature of the difficulties can be recognized 
early, the patient may be spared unnecessary examin- 
ations and expense, and a positive therapeutic pro- 
gram instituted with a high likelihood of success. 


Physiology 


The plasma hydrogen ion concentration is main- 
tained within narrow limits chiefly because of the buf- 
fering action of the bicarbonate ion. The plasma bicar- 
bonate consists of two fractions—the larger, which is 
ionized, and a small nonionized portion, carbonic acid. 
This weak acid is formed when carbon dioxide is dis- 
solved in water, and its concentration is a direct re- 
liection of the partial pressure of carbon dioxide in 
equilibrium with the plasma water. For practical pur- 
poses, this is equivalent to the partial pressure of car- 
ly dioxide in the pulmonary alveoli. 
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The quantity of ionized bicarbonate is determined by 
the amount of cation (sodium, potassium, calcium aid 
magnesium) which is not balanced by fixed anion 
(chloride, protein, sulfate, phosphate, etc.) (Figure 1). 
The amount of ionized bicarbonate is, therefore, re- 
latively stable, while the amount of carbonic acid can 
vary widely as the effectiveness of the pulmonary 
ventilation varies the partial pressure of carbon dioxide 
in the alveoli. 

Under normal circumstances, when the plasma pH 
is 7.42, the ratio of carbonic acid to ionized bicar- 
bonate is approximately 1:20. If the alveolar carbon 
dioxide falls abruptly, this ratio decreases and the 
plasma becomes more alkaline. Table 1 and Figure 2 
show the relationship between pulmonary ventilation, 
alveolar partial pressure of carbon dioxide, plasma 
carbonic acid content and plasma pH. It is obvious 
that even smal] alterations of ventilation can cause an 
impressive increase in the alkalinity of the plasma; 
indeed, the greatest change of pH occurs with the first 
10 per cent of increased alveolar ventilation. 

Why does an alkaline plasma cause increased neuro- 
muscular irritability? Several possibilities may be sug- 
gested, but none is well established. 

It has been suggested that increased plasma pH may 
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7,460 
8,080 
9,320 


Calculated from the Alveolar Ventilation Equation: 


ventilation, ml = 


volume expired CO» (ml) 
% COs in alveolar gas nbs 


and Henderson-Hasselbach Equation: 


BHCO; 
| pH=6. 
(+ 


Table 1. 


120} 
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Figure 1. The quantity of ionized bicarbonate (shaded) is deter- 
mined by the amount of cation not balanced by fixed anion (after 
Gamble). 
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cause a shift of the ionized plasma calcium towarc a 
nonionized state. This could occur if the capacity .f 
plasma protein to combine with calcium were 
creased as the alkalinity increased, or if increas: d 
quantities of such nonionizable calcium complex io::s 
as calcium citrate were formed. This would cause a {::|I 
of the ionized calcium, and a consequent increase of 
neuromuscular irritability. However, attempts to deiu- 
onstrate significant changes of plasma ionized calciuin, 
in the presence of variations of plasma pH compatible 
with life, have not been successful. 

The increase of pH might alter the polarization of 
the cell membranes of nerve and muscle, thus in- 
creasing their irritability. 

It is known that alkalosis causes potassium to leave 
the cells and increases its appearance in the urine. 
Since cellular potassium is intimately connected with 
cellular irritability, changes in the distribution of this 
important ion might be expected to produce altera- 
tions in the threshold of excitation. 

Although none of these mechanisms has been proven 
to be the operative force in the production of symp- 
toms, the unquestionable fact remains that an increased 
plasma pH is associated with increased neuromuscular 
irritability and the symptoms of tetany. 


Clinical Picture 


How does this altered irritability manifest itself? The 
first evidence is usually subjective. The patient may 
feel numbness about the mouth and in the fingers and 
toes; the fingers may feel “stiff” and tight. Later, 
tightness of the muscles of the neck and back may 
occur, and this may be misinterpreted by the patient 
as a form of occipital headache. The hands and feet 
may draw up into the characteristic position of carpo- 
pedal spasm. At this point, muscle spasms may produce 
twitching movements. In a very severe case, the arms, 
legs and back may stiffen into extensor rigidity and the 
patient may lose consciousness. 

This awesome syndrome develops from apparently 
minor alterations in the breathing pattern. It is com- 
mon for emotionally disturbed patients to take occas- 
ional deep sighing breaths. This type of breathing may 
become increasingly frequent, until rapid deep sighing 
respirations increase the rate of ventilation enough to 
reduce the partial pressure of alveolar carbon dioxide. 
Alkalosis then develops. The anxiety produced by 
early symptoms of alkalosis may aggravate the desire 
to sigh, so that the intensity of hyperventilation and 
of symptoms reinforce one another until the cycle is 
broken. 

In some cases, the hyperventilation may be con- 
cealed as swallowing motions or the patient may feel 
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short of breath and complain of dyspnea. Patients often 
describe these attacks as “heart attacks” because of the 
common association of dyspnea with cardiac disease; 
especially since the hyperventilation, although ap- 
parently insignificant subjectively at onset, becomes 
cyclic and persistent as it develops. 

In many cases, however, the patient is honestly un- 
aware of the fact that he is hyperventilating. He may 
deny vehemently the allegation that he is breathing in 
an abnormal manner during the attack. In some such 
cases, careful observation may show that the RATE of 
respiration is actually unaltered, but that an increased 
DEPTH of respiratory movements is the only alteration 
needed to precipitate the attack. 


Diagnosis 


The most important diagnostic information is ob- 
tained from the history; physical examination, except 
during an actual attack, is of little value. There is no 
useful laboratory test, since even during an attack the 
change of plasma bicarbonate concentration is so small 
as to be imperceptible. Measurement of the plasma pH 
or the alveolar carbon dioxide tension during an attack 
would confirm the diagnosis, but these tests are not 
usually available. 

A great deal of useful information can be obtained 
between attacks by having the patient reproduce the 
syndrome voluntarily. He is instructed to breathe 


deeply at a rate of 30 breaths a minute for several 
minutes, or until the symptoms occur. This maneuver 
has two purposes: it confirms the diagnosis directly, 
and it also convinces the patient (who may be skeptical 
up to this point) that the physician really understands 
the nature of his trouble. Since this disorder occurs 
almost entirely in persons who are fundamentally in- 
secure and emotionally disturbed, it is important to 
confirm the patient’s confidence in his physician as a 
first step toward investigating the basic nature of the 


difficulty. 


Treatment 


For many patients, mere explanation of the nature of 
the syndrome may suffice to prevent further attacks. 
In some cases, however, the patient needs specific in- 
structions as to how to act when he first feels an attack 
coming on. A simple and effective prescription is to 
instruct the patient to count to 20 during each breath 
at the first symptoms. After a few such slow breaths, 
the alveolar carbon dioxide pressure builds up to 
normal and the attack ceases. The patient gains con- 
fidence with each such attack that he can handle him- 
self and soon ceases to be concerned about them. 

Occasionally, the physician may have to treat a pa- 
tient in the midst of an attack. If the patient can be 
persuaded to hold his breath, the attack will cease 
within less than a minute. Some patients, however, are 
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Ficure 2. Relationships between pulmonary ventilation, alveolar pCO2 and plasma pH. 
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so upset that they are not capable of responding to this 
type of suggestion. The use of a paper bag has been 
recommended, to force the patient to rebreathe his 
expired air and thus build up a higher alveolar carbon 
dioxide tension. In uncooperative patients, this maneu- 
ver has been difficult to apply. A good substitute is to 
hold a pad of cotton or gauze soaked in spirits of am- 
monia under the patient’s nose. The unpleasantness of 
the smell usually forces the patient to hold his breath 
and the attack is thus broken. When the attack is not 
stopped by these simple measures, sedation may be 
used, 

Sedation is undesirable, however, since it implies to 
the patient that his disease is important, demanding 
the use of such impressive medications as “shots” or 
pills. The patient who has received sedation for such 


an attack may be difficult to convince of the min: 
nature of his illness. 

Therapeutic manipulations directed toward the pr: - 
vention er cure of the hyperventilation syndrome aloi. 
do not relieve the basic problem. Although the disordc: 
may occasionally occur in persons with brain diseas:. 
producing hyperventilation because of damage to tlic 
hypothalamus, almost all of the cases seen in clinical 
practice occur as a result of emotional disturbances. It 
is quite likely that the patient who has learned to pre- 
vent hyperventilation may find it necessary to develo) 
some other form of neurotic behavior to satisfy the 
needs previously fulfilled by overbreathing. Therefore, 
the diagnosis of hyperventilation tetany should be 
only the first step in attempting to readjust the patient's 
emotional equilibrium. 


THE PRESENTING SYMPTOM... 


Ascites 


Massive ascites rather quickly brings to mind the possi- 
bility of hepatic cirrhosis. That impression is supported 
when the liver is enlarged or when liver function tests give 
abnormal results. 

For a number of years, it has been known that chronic 
constrictive pericarditis may simulate cirrhosis of the liver. 
This is especially true when the patient has hepatomegaly 
and ascites without peripheral edema. Orthopnea is usually 
not a feature, and the findings on physical examination of 
the heart are often unimpressive. The resemblance to cir- 
rhosis is likely to be strengthened by the finding of an ab- 
normal BSP test, mild jaundice or an incidental history of 
alcoholism. 

In Proceedings of the Staff Meetings of the Mayo Clinic for 
November 28, 1956, Hill and his associates re-emphasized_ 
that chronic constrictive pericarditis still tends to be con- 
fused with primary liver disease. They noted that the con- 
fusion can be cleared readily by measurement of the blood 
pressure in an antecubital vein. Venous hypertension is a 
distinctive finding for cardiac compression. 
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Promazine is a congener of chlorpromazine and acts 


at the same levels in the central nervous system. 


This drug was given in varying doses to 60 elderly patients 
with agitation. Good results—as judged 
by careful standardized clinical observation—were obtained 
in 51 patients. There were no significant clinical or laboratory 
side effects except for moderate acute hypotension in some 
patients receiving promazine parenterally. Safe and 

= effective home management of senile agitation will have 
far-reaching benefits for the community. 


Treatment of the Agitated Senile Patient with Promazine 


EDWARD SETTEL, M.D. 


Brooklyn, New York 


Upwarps OF 15 MILLION PERSONS in this country are 
over the 65-year mark. Medical and social agencies 
have become increasingly aware of the need for more 
concerted attention to the myriad of emotional prob- 
lems presented by the large geriatric population. 

The newer group of psychopharmacologic drugs 
known as ataraxics offered effective relief for the dis- 
turbing, widespread symptom complex of senile agita- 
tion. However, the dramatic mitigation of emotional 
disturbances among older patients treated with chlor- 
promazine was somewhat tempered by reports of occa- 
sional serious side effects. Prominent among the latter 
were jaundice, urticaria and asthma, agranulocytosis, 
and Parkinsonian-like tremors. Although the incidence 
of these reactions was not of sufficient magnitude to 
interdict continued use of this valuable ataraxic, it 
stimulated search for less toxic compounds with 
comparable effectiveness. 


Promazine 


At present, clinicians are in the second phase, the de- 
velopment and improvement of a new group of tranquil- 
izing compounds. Attention is now being focused on a 
congener of chlorpromazine, promazine. Promazine 
(for which the chemical formula is 10-[gammadimeth- 
ylamino-n-propyl]-phenothiazine hydrochloride) is 
structurally like chlorpromazine but lacks the chlorine 
atom, Like chlorpromazine, its effect is believed to be 
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mediated through a dampening action on the arousal 
mechanism in the reticular substance of the brain, and 
an inhibition of certain diencephalic centers. 

Promazine was initially used in acutely agitated psy- 
chotic patients, in alcohol-induced syndromes, and for 
withdrawal symptoms in drug addiction. The results 
by the oral route were highly satisfactory. Its safety 
was demonstrated in the rapid control of violent hy- 
permotricity by intravenous or intramuscular admin- 
istration. 

This study was undertaken to evaluate the tranquil- 
izing properties of promazine (Sparine) from two view- 
points: its relative potency in senile agitation, and its 
safety when given in moderately large doses for pro- 
longed periods to the older group of emotionally 
disturbed patients. 


METHOD oF STUDY 


In order to establish proper control conditions in the 
evaluation program, the Forest Hills Nursing and Re- 
habilitation Center was utilized as the primary source 
of patient material. Here, in a well-staffed geriatric in- 
stitution with excellent medical and nursing super- 
vision, daily observations were made by trained per- 
sonnel. Adequate laboratory data were available. Re- 
sponsible tabulation of various phases of behavior, 
both day and night, was obtained. 

Sixty agitated geriatric patients, 21 males and 39 
females ranging in age from 58 to 93 years (Table 1), 
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AGE DISTRIBUTION OF PATIENTS a4 


4 Age Range Number of Patients a 
Table 1. 
¥ PSYCHIATRIC DIAGNOSIS 
Anxiety neurosis 15 patients 
Agitation with carcinoma ........... 10 patients 


MEDICAL DIAGNOSIS 


Cerebral arteriosclerosis ............ 33 patients 
Arteriosclerotic cardiovascular 

Diabetes mellitus... ............... 5 patients 


SUBSIDIARY MEDICAL DIAGNOSIS 


Parkinson’s disease ................. 2 patients 
Hepatic cirrhosis ................... 2 patients 
Amputation of leg .................. 2 patients 
Multiple sclerosis................... 2 patients 
Multiple myeloma................... 1 patient 
Epilepsy (grand mal)................ 1 patient 
Table 2. 


were observed for the tranquilizing effects of promazine 
over a five-month span. 

Thirty-five of the 60 individuals studied were class- 
ified primarily as senile agitation, either based on 
cerebral arteriosclerosis or of idiopathic origin. 
There were 15 cases of agitation with anxiety neu- 
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rosis, and ten patients with agitation associated wit 
malignant neoplasm. Diagnostic data are given i 
Table 2. 

The difficulty of properly assessing the countles. 
facets of character involved in the broad picture «{ 
acute and chronic agitation was partly obviated by . 
“personality profile” chart (Figure 1). This permitte: 
evaluation of changes in behavior according to empiri- 
cal and formalized criteria. Although far from comple‘¢ 
and exhaustive, these data furnished a rough yardstick 
of progress. These charts provided standardized con- 
duct reports from the large number of nurses and 
attendants who were assigned over the 24 hours of the 
day. 

A rehabilitation program was coordinated with use 
of promazine, with provision for occupational and 
recreational therapy when the patient had reached a 
receptive level. It was felt that this approach was 
sufficiently broad to enable the patient to be eventually 
re-established on a socially functioning basis with the 
family at home. 

Medical and neurologic examinations were done at 
weekly intervals. Conversations on pre-established key 
subjects were held at regular intervals to evaluate 
mental capacity and mood. Urinalyses, peripheral 
blood studies, and renal and hepatic function tests were 
repeated at monthly intervals in most cases. 


Doser AND DURATION OF THERAPY 


Initial dosage of promazine was established em- 
pirically. Mild to moderately severe cases of senile 
agitation were given 25 mg. three or four times daily. 
More acutely agitated patients started their regimen on 
50 to 100 mg. three times daily. The most violently 
disturbed were controlled by intravenous or intra- 
muscular injections of 50 to 100 mg. until under 
adequate tranquilization, at which time the oral tablets 
were substituted. The largest dose given was 600 mg. 
daily for three days. After four days of symptomatic 
improvement, the dose was gradually reduced in every 
patient to the lowest level needed for optimal response. 
The usual maintenance dose was 25 mg. three times 
daily. In the more resistant patients, the dose was 
doubled until the agitation subsided or drowsiness 
supervened. This higher dose was maintained for 
about a week, and again gradually reduced as long as 
hyperactivity did not recur. Again the lowest level 
compatible with undisturbed behavior became the 
maintenance dose. 

The duration of treatment ranged from two to five 
months, the average being three and one-half months. 
During the course of the study, a placebo was sub- 
stituted for a period of one full week. The nursing 
staff was not apprised of the change. 
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Results 


The seven categories of behavior in the personality 
profile (Figure 1) were tabulated at bimonthly inter- 
vals. Improvement in five or more of the seven cate- 
gories was the basis for considering the results as excel- 
lent; improvement in three or four was regarded as 
good; less than three was considered poor. 

Fifty-one of the 60 patients (Table 3) achieved good 
to excellent results (85 per cent). Of these, 29 were 
classified as excellent and 22 as good. The former group 
of patients became quieter, less hostile and more coop- 
erative. There was no clouding of the sensoria, and 
their management became a matter of routine custodial 
care. Fewer nursing personnel were required for their 
supervision. Many began to participate in group activi- 
ties and occupational therapy, and 13 of the 29 were 
discharged to their families. 

The 22 patients who achieved good results were ap- 
preciably calmer, but on occasion showed minor out- 
bursts of hostility and aggressiveness that subsided 
rapidly after stern cautioning by the charge nurse. 
Their hypermotricity, when it did appear, was on a 
markedly less disturbed level than before treatment. 


isit: 


RESULTS IN EACH CATEGORY 


Diairnosi 


Senile agitation 
Anxiety neurosis 
Agitation with carcinoma 


Total (48%) 29 


(15%) 9 


Table 3. 


Nine patients (15 per cent) reacted little if at all to 
the course of treatment. The medication was discon- 
tinued after four weeks of trial. 

During the one week of placebo administration, 
there was a general return of agitation in all cases; this 
promptly subsided on resumption of promazine. 

It is worthy of mention that the patients with car- 
cinoma required about half of their usual dosage of 


EATING HABITS 


Appetite: Good ( ) Fair ( ) Poor {( ) overeats ( } 


Eating behavior: Good { ) Adequate ( ) Poor ( ) 


Diet: Varied } Monotonous ) 


Tremor when eating? Yes ( ) wo ( ) 


aver. hours of sleep per night hrs. 


SLEEP HABITS Sleeps with light on ( ) light off ( ) 


Urine ( ) 
Stool ) 


incont inence: during night { ) 


during night ( ) 


Restiess ( ) 


Up during sleeping hours ( ) 
Sleeps guarded ( ) unguarded ( ) 


rarely ( ) 
rarely ( ) 


frequently ( ) 
frequently ) 


during day ( ) 
during day ( ) 


Keeps self clean: yes ) no ( ) 
Keeps cloths clean and neat: yes ( ) no ( ) 


washes self { ) needs help to wash ( ) 


Attention to personal hygiene: above average ( ) 


Gresses self: yes no ( 


average ) Ddelow average ( ) 


Hostile ( 
Destructive ( 
Dishonest ( 
Memory Defect -( 


PERSONALITY TRAITS | (check where appropriate) 


) angry ) 
) Restless { ) 
€nious ( ) 
) Poor Judgment 


Was a joo ( ) 
Other: 


part time ( ) full time { 


OCCUPATIONS 


) Works around tne house ( ) Does nothing ( ) 


Reads — frequently { } occasionally ( ) 
Listens to T.¥., radio — frequently { ) 
Other: (games, etc.) 


RECREATIONS 


occasionally 


never ( ) 
never ( ) 


Excel. 
With Family 
Friends 
Physician 
Clergy 


RELATIONSHIPS 


ADDITIONAL COMMENTS: 


Figure 1. Personality profile chart. 
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analgesics and narcotics while under promazine ther- 
apy. The narcotic potentiating effect of promazine 
proved to be almost equal to that of chlorpromazine. 


Sussipiary BENEFICIAL EFFECTS 


Two patients with severe nausea and vomiting ac- 
companying carcinoma experienced relief of these 
symptoms with promazine. One case of severe hiccup 
was helped. The number of seizures in the epileptic 
patient was reduced by one-half. 


Sipe Errects 


Promazine was remarkably free from side effects, 
either clinical, hematologic or metabolic. There were 
three instances of mild drowsiness on oral therapy that 
slowly subsided as treatment continued past the first 
five days. Amphetamine was not required in any pa- 
tient on oral therapy. 

When administration was intravenous or intramus- 
cular, the patient lapsed into a peaceful sleep, but was 
easily aroused for examination or questioning without 
being annoyed or hostile. There was a moderate hypo- 
tensive effect in these patients (20 to 30.mm. Hg sys- 
tolic) that usually subsided after two to three hours of 
bed rest. Local reaction to intramuscular injections 
was minimal. There were no manifestations of renal or 
hepatic impairment. Hemograms also were unaffected. 
Diabetics were more manageable by virtue of their 
ability to cooperate more fully in respecting dietary 
restrictions. 


Case History 


The following case illustrates a typical response to 
promazine: 

G. P., a 76-year-old woman with arteriosclerotic 
cardiovascular disease and advanced cerebral arteri- 
osclerosis had been severely agitated for eight months 
prior to admission. She resided alone at a small hotel. 
When her excitement, slovenliness, hostility, acts of 
petty larceny and wandering became a matter of police 
concern, a distant friend brought her into the nursing 
home. On admission she resisted every attempt to 


clean her up. She tried to fight her way into ot! r 
patients’ rooms, where she would take possession of 
any article that took her fancy. 

After initial medical workup, she was placed in 
promazine 50 mg. four times daily. Her restlessn: ss 
subsided within three days, and she yielded gradua ily 
to the rules of living in the nursing home. Her sleep 
became untroubled; her aggressive hostility was re- 
placed by a friendly interest in her surroundings. Acts 
of mischief and petty thievery disappeared. Only the 
memory defect for recent events remained unaffected. 
She began to dress with a tidiness that suggested habits 
of years before. She joined in groups watching televi- 
sion, began to work at weaving and sewing, and finally 
was permitted to make day-long excursions to the local 
shopping center, unattended. Blood and urine studies 
showed no changes after three months of continuous 
therapy. When the dosage was reduced to 25 mg. 
three times daily in the third week, there was no 
noticeable change in her tranquil behavior. 


Long Range Implications 


Promazine represents an important advance in the 
therapy of senile agitation and related conditions. The 
broad safety factor in the use of this drug removes many 
of the hazards that perhaps delayed more widespread 
use of the tranquilizers by the family physician. 

The sociologic benefits of the family physician man- 
aging these patients at home are great. They presage a 
marked effect on overcrowded old-age facilities and 
mental institutions. The expense and anguish suffered 
by harried families will also be measurably mitigated. 

Relief of overcrowded public and private facilities; 
freeing of nursing ‘personnel for more urgent duties; 
return of institutionalized seniles to society—all of 
these promise to become realities with broader tran- 
quilization of the disturbed segment in our increasing 
geriatric population. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


New Sanitation Standards 


THE REFUSE DUMP must be outlawed as an incongruity in 
modern community life. If our standards will not eliminate 
these areas, the filling in of blank land by people, not mu- 
nicipal rubbish, will surely outmode them. The fly, the 
rodent, the mosquito, and other insect infestations must 
be eliminated by environmental sanitation practices. Slums 
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must be wiped out, as breeders of unhealthy minds, bodies, 
and spirits. Food and milk sanitation must achieve superior 
standards of cleanliness and purity, perhaps through the 
use of such devices as atomic radiation. Smoke, smog, 
smaze, and smist must be cleared from the atmosphere by 
new methods of atomic heat and power and control of 
stack gases. Cities must be freed from litter—Morris M. 
Coun, sc.p., Am. J. Pub. Health, 46:601, 1956. 
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The Standard Nomenclature in a General Practitioner's Office 


CHARLES BARON, M.D. 
Covington, Kentucky 


A pocror’s RECORDS have many uses. They can be or- 
ganized, by the use of the Standard Nomenclature, to 
make evaluations of his work an easy task. The Nomen- 
clature’s universal application and language make the 
records available for study by others. For a quarter of 
a century as a general practitioner, I have used the 
Standard Nomenclature and have kept coded records of 
all diagnoses and procedures. These records present a 
panorama of a general practice. 

The coding of all diagnoses and procedures has been 
a constantly challenging experience. There is a con- 
stant flow of material that has to be met in an orderly 
fashion. This challenge has firmly convinced me that 
it makes a better doctor, and better medicine for the 
patient. Careless thinking is kept to a minimum be- 
cause the system makes you think how and why you 
committed yourself to a certain diagnosis. Cause and 
effect is in your every-day thinking. 

Up to January 1, 1957, material had been accumu- 
lated that involves 12,770 patients. Each patient has 
his own chart. These charts contain information that 
describes 21,286 house calls, 17,075 hospital visits and 
57,848 office visits. Every prescription is written in 
duplicate and is Scotch-taped in the file opposite the 
date where the history is written. This is done with all 
house call slips and x-ray, laboratory and pathology 
reports. A diagnosis is nearly always recorded. When 
it is deferred the reason is stated. The diagnosis fre- 
quently includes more than one item. 

White, lined cards, 4 inches by 6 inches, contain all 
the diagnoses and procedures. They are in metal cab- 
inets on a movable table at my secretary’s elbow. As 
each diagnosis is received by her, she transfers it to the 
appropriate card. Each card contains the code number 
and the name of the disease or procedure. In chrono- 
logic order, the following material is typed: patient’s 
name, age, date seen and all other diagnoses made at 
that time. If other diagnoses are made, these are typed 
on their appropriate cards and thus every multiple 
diagnosis is cross-indexed. After the diagnoses are 
transferred to their respective cards, a red check mark 
is placed after each diagnosis in the patient’s file, sig- 
nifving that they have been transferred. How many 
thousands of diagnoses and procedures have been done 
this way has not yet been determined. 
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Uses other than those mentioned have been made of 
the file of diagnoses and procedures. In passing, some- 
thing might be stated about doctor-patient relation- 
ship. A patient who sees his own chart, containing all 
the information about him, has a feeling that the doctor 
is really interested in him. The number of times that a 
patient has spontaneously remarked about his own 
chart, its completeness and accuracy, attests to this 
feeling. Accurate and complete records are indispen- 
sable for insurance reports and for information to be 
given to other doctors who are involved with the same 
patient. Material is easily obtained for talks given to 
sectional hospital meetings, or for talks to interns, 
residents and medical students. Perusal of particular 
charts is made easy, as the cards indicate where to look 
for the information desired. Recollection of specific 
treatments for a disease is made easy by picking out 
the proper disease card. : 

Keeping accurate records in this fashion allowed me 
to participate in Master’s cardiac survey. This was also 
true of the survey on medical care of families by the 
Health Information Foundation of Columbia Univer- 
sity. The collected material provided data for a paper 
read before the Kentucky State Medical Records Li- 
brarians Association, as well as material for discussion 
as a panelist on Standard Nomenclature for the South- 
western Ohio Medical Records Librarian Association 
and the Ohio State Medical Records Librarian Asso- 


ciation. 


Thoughts for the Future 


With the records as described at my fingertips, 25 
years of active professional life suggest a large number 
of fascinating projects for critical analysis. In a recent 
paper, Fleming commented on the problem of design- 
ing a teaching program for students at the University 
of North Carolina School of Medicine because of “the 
difficulty in getting agreement upon the sort of training 
the general physician, or, better, the family physician, © 
of the future should have.” A series of studies on the 
accumulated coded material may help formulate a pro- 
gram for teaching the skills needed in general practice. 

The following are some projects that are to be con- 
sidered in future papers: 
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1, Classification of patients as to age groups 
for each diagnosis, age when first seen, date of 
last contact, how many times seen and number 
of diagnoses. 

2. Numerical classification of all categories. 

3. Patients’ reasons for coming to the office 
or for calling the doctor to the home. 

4. Samplings of certain diseases before and 
after the era of sulfonamide and antibiotic ther- 
apy as to the number of times seen and costs to 
the patient. 

5. Psychiatric problems with breakdown as to 
chief complaints, number of hours and inter- 
views given, patients dismissed and those who 
did not return, and results. 

6. Analysis of all Cornell forms in relation- 
ship to disease treated, diseases treated before 
and diseases treated after the forms were filled 
out, 

7. Number of office, house and hospital vis- 
its, with breakdown into months and years. 

8. Number of diagnoses each year from year- 
ly breakdown of disease classification. 

9. A few longitudinal studies of charts 15 
years old or older. 

10. Studies of a few “thick” charts. 

11. Study to show changes in kinds of dis- 
eases seen and treated. 

12. Sampling of average number of times pa- 
tients are seen in one year. 

13. Analysis by systems. 

14. Analysis by supplementary terms and 
tieup with psychophysiologic diagnosis. 

15. Analysis of other categories, such as 
procedures, immunizations and examinations. 

16. Study of death certificates which would 
include numbers by years and diagnoses, with 
breakdown into systems. 

17. Evaluation of family constellations in- 
cluding number of people involved, relation- 
ships and diseases. 

18. Unique and rare cases. 

19. Special studies on accidents, hyperten- 
sion, obesity, alcoholism, peptic ulcer, obstet- 
rics and surgery. 

The practice of medicine is an expression of 
service. A basic philosophy underlies every 
doctor’s motivations and needs. How these are 
’ fulfilled has a direct bearing on what the pa- 
tient receives. The use of the Standard Nomen- 
clature, with codification of all diseases and 
procedures, is a tool that has aided me in my 
expression of service, and that will, in my view, 
prove equally helpful to other physicians. 
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Intralobe: 
Bronchopulmonary 
Sequestration 


SOL KATZ, M.D. 


Associate Editor, 


INTRALOBAR BRONCHOPULMONARY SEQUESTRATION is a 
form of congenital cystic disease in which there has 
been a complete or partial dissociation of part of a lobe 
from its connection with the bronchial tree. There is 
an aberrant blood supply arising from the aorta or one 
of its main branches. The lower lobe, especially on the 
left, is most frequently involved and, more specifically, 
the posterior segment. The anomalous artery usually 
originates from the aorta just above or below the 
diaphragm. 

The most accepted theory of pathogenesis postu- 
lates that the aberrant pulmonary artery is due to a 
persistence of vascular connections between the dorsal 
aorta and the pulmonary plexus covering the lung 
buds. The artery, by exerting traction on the bud to 
which it is attached, “captures” it, causing the devel- 
oping segmental bud to be separated from the normal 
bronchial communication. Others believe that the 
primary defect is maldevelopment of the segment and 
that the aberrant artery is the embryonic blood supply 
to the separated portion of the lung. 

Interestingly, although the artery originates as a 
systemic vessel, histologically it resembles a pulmo- 
nary artery often with the added features of intimal 
sclerosis and medial hypertrophy seen in hypertensive 
pulmonary vascular disease. 

The sequestered segment is unicystic or polycystic 
and may contain dilated bronchi separated by fibrous 
tissue and areas of inflammation. These elements may 
be completely isolated from the bronchial tree, or 
small communications may be present. Infection may 
occur by way of connections with the bronchi, by 
direct spread from adjacent infected lung, or by the 
hematogenous route. The venous return is through 
the pulmonary veins. 

The patients may be asymptomatic, but usually sec- 
ondary infection causes symptoms in childhood or 
early adult life. The main manifestations include re- 
current episodes of pneumonitis with cough, purulent 
sputum, hemoptysis and fever. 


GP Volume XVI, Number 4 


4 

; 


The roentgenographic manifestations are variable, 
being influenced especially by bronchial communica- 
tion. In the presence of a patent connection with the 
bronchial tree, one or more fluid levels or cavities in 
the posterior basal segment are seen. When the se- 
questered segment does not communicate, the cysts 
are filled with mucoid material and appear as a rather 
well-defined area of increased density in the paraverte- 
bral area low in the hemithorax. In the lateral projec- 
tion there is a hazy density in the posterobasal seg- 
ment. In some instances the long axis of the density 
is directed posteriorly and medially, probably indicat- 
ing attachment to the aorta in the region of the dia- 
phragm. 

Bronchograms usually fail to demonstrate opaque 
material in the cystic lesion, but when the bronchial 
patency is sizeable, there may be entrance of the con- 
trast substance into the area. The adjoining bronchi 


in the involved lobe may be underdeveloped or bron- 
chiectatic. Aortography may demonstrate the anomal- 
ous pulmonary artery arising from the aorta. Bron- 
choscopy may be normal or may show purulent secre- 
tions emanating from the lower lobe bronchus. 

Although the roentgenologic findings of broncho- 
pulmonary sequestration are not specific, the diagnosis 
is suggested by the presence of a cystic lesion, with or 
without fluid levels, in the posterobasal area. This is 
especially true in a young individual without symp- 
toms or with a history of repeated episodes of pulmo- 
nary infection. 

Surgical resection is recommended, with the recog- 
nition of the potential hazards of the procedure, es- 
pecially to those unfamiliar with the condition. The 
presence of the anomalous vessel may not be sus- 
pected and damage to it has resulted in serious 
hemorrhage. 


Figure 1. Posteroanterior chest film showing mul- _ Figure 2. Lateral film shows the cavities to bein the Figure 3. Bronchogram demon- 


tiple small radiolucent areas in the left lower  posterobasal segment. Theappearanceand location 


strates irregular filling of the 


lung field. Patient had a history of repeated of the cysts in association with the history should cystic lesion. 


attacks of pneumonia. 


Figure 4. Gross specimen shows polycystic lesion 
with aberrant vessel. Diagnosis: intralobar bron- 
chopulmonary sequestration. 
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make one suspect bronchopulmonary sequestration. 
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Successful biliary tract operations depend on accurate diagnosis, 
adequate correction of the disease process, and the avoidance 

of accidents and complications. These, in turn, 

depend on technical skill. Adequate incision; thorough 
exploration; visualization and identification of important 
vessels and bile ducts; common duct exploration when indicated ; 
“drainage,” and attention to the details of abdominal wall 


closure—all these assure the patient’s recovery with freedom 
from the symptoms for which the operation was done. 


Surgery of the Biliary Passages 


MANUEL E. LICHTENSTEIN, M.D. 


Professor of Surgery, Cook County Graduate School of Medicine, 
and Associate Professor of Surgery, Nehwesiany University Medical School 


Chicago, Illinois 


SurGeErY on the biliary passages is most commonly done 
for symptomatic disease due to inflammation, obstruc- 
tion and tumors. Surgery has been recommended also 
for the patient without symptoms of gallbladder dis- 
ease who has stones in a gallbladder that functions 
well. The recognition and removal of a gallbladder with 
stones, in a patient who can tolerate surgery, will avoid 
the possibility of gallstone colic; symptomatic acute or 
chronic cholecystitis; hydrops; empyema or gangrene 
of the gallbladder; perforation with diffuse or localized 
peritonitis; obstructive jaundice; cholangitis; hepati- 
tis; biliary cirrhosis; gallstone ileus; pancreatitis; 
symptomatic cardiac irregularities ; or carcinoma. When 
_ any of these complications or sequelae of gallbladder 
disease is present, surgery appropriate to the nature 
of the local disturbance and the condition of the patient 
will be indicated. 


To Assure a Successful Operation 


The patient who submits to surgery for removal of 
the gallbladder should be assured of recovery from the 
operation with freedom from the symptoms for which 
surgery is done. This is the responsibility of the 
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surgeon. The success or failure of this venture depends 
on five essential matters. 

Diagnosis. The presence of stones in the 
is not positive evidence that gallbladder disease is re- 
sponsible for the patient’s complaint. Neurologic, 
hematologic, arthritic, cardiac, and pulmonary dis- 
orders, as well as other abdominal conditions may be 
responsible for symptoms. Removal of the gallbladder 
without recognizing other diseases that are responsible 
for symptoms is not likely to give relief. 

Adequate Surgery. Incomplete removal of a diseased 
gallbladder or retention of a large segment of the cystic 
duct may be responsible for recurrence of symptoms. 
Failure to explore a common duct containing stones 
which obstruct, or failure to establish adequate patency 
of the ampulla because of stricture or an unrecognized 
carcinoma of the pancreas or adjacent viscera allows 
for persistence of symptoms, or the development of 
new and more serious symptoms. The presence of other 
significant and symptomatic conditions more remote 
from the biliary passages must not be overlooked. 

There is need for abdominal exploration prior to re- 
moval of the gallbladder and for thorough visualization 
of the structures concerned in the operation. 
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Accidents. Injuries to blood vessels, large or small, 
result in hemorrhage or liver necrosis. Injuries to the 
hepatic or common ducts, causing leakage of bile or 
obstructive jaundice, may be followed by prolonged dis- 
ability or death. Therefore, it is important to recognize 
the essential anatomy and to make a positive effort to 
avoid an accident. 

Complications. Respiratory, vascular, neurologic and 
other complications incidental to anesthesia and faulty 
preoperative and postoperative management prevent 
complete recovery. The postoperative incisional hernia 
may be more troublesome than the gallbladder disease 
for which surgery was done. 

Noncalculous Gallbladder Disease. This group of pa- 
tients is notable for the poor results that follow chole- 
cystectomy. It has been estimated that less than 25 per 
cent are helped by surgery. Thus it is necessary to 
evaluate this group carefully, selecting those for surgery 
who are not relieved by appropriate medical manage- 
ment. Faulty eating habits and improper dietary selec- 
tions must be corrected in some. Antispasmodics, 
antacids, bile salts and sedatives must be given to others 
before relief from symptoms is obtained. Improved 
bowel habits, rest, relaxation and “peace and quiet” 
are helpful in all. A prolonged trial period of medical 
management will eliminate the large number in this 
group who are not likely to be helped by surgery. The 
remainder may need surgery. In this smaller group, 
unsuspected small stones, chronic gallbladder disease 
without stones, stenosis of the ampulla, chronic pan- 
creatitis or neoplasm may be found to account for the 
patient’s symptoms (Figure 1). These will be helped 
when appropriate surgery is done. 

Emphasis is placed on the importance of selection of 
patients for surgery, especially those in whom obstruc- 
tion of the cystic duct or stones in the gallbladder are 
not demonstrated by x-ray. 


Tue AspominAL WALL INCISION 


Factors related to the abdominal wall incision are its 
size and the degree of exposure it affords. The incision 
should be long enough to permit a wide exposure of 
the field. This will allow: (1) exploration of the neigh- 
boring abdominal viscera; (2) visualization of all ana- 
tomical features and (3) the manipulation necessary for 
removal of the gallbladder, probing of the ducts when 
necessary and control of bleeding that may be due to 
accident or disease. 

Whether the surgeon prefers the oblique, transverse 
or longitudinal incision is not so important as the size 
of the incision. With satisfactory illumination of the 
field and gentle, careful retraction by an assistant who 
is sware of his responsibility not to injure the tissues, 
mos! of the accidents can be prevented. 
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Incisions adapted to the contour of the abdomen 
will take advantage of the good features of each and 
avoid the disadvantages (Figure 2). Any avoidable dis- 
ability is too high a price to pay for inadequate visualiza- 
tion of the field. 


EXPLORATION 


While injuries to the ducts and blood vessels fre- 
quently are due to inadequate or faulty exposure, 
many patients fail to make complete recoveries with 
relief from symptoms because of inadequate explora- 
tion. In spite of what is regarded as a complete pre- 
operative examination, some intra-abdominal condi- 
tions that produce symptoms or that will interfere 
with recovery are not detected before surgery is done. 
Roentgen studies, too, are not always revealing. How- 
ever, when the abdomen is opened, there is an op- 
portunity to make a visual or palpatory exploration to 
detect significant pathologic conditions. These can 


j of cystic duct 
due to infection 


q 


ENG and thickening 


Figure 1. Chronic infection and fibrotic constriction causing im- 
paired drainage due to stenosis at the cystic duct or the sphincter 
of Oddi. (Reproduced with permission of D. J. Preston and the 
editor, JAMA.) 
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be corrected immediately, or they may indicate 
need for special postoperative medical care, or 
further surgery. Thus the patient is not dismis - 
with an unrecognized existing or impending cause | 


complaint (Figure 3). 


EXPosurRE OF THE BLOopD VESSELS AND Ducts 


Accidents involving blood vessels and ducts may be 
immediately fatal or they may result in prolonged <is- 
ability before recovery takes place. In some patieiits, 
recurrent disabling episodes ultimately result in such 
changes in the liver that recovery is impossible. Tlius 
one small error may change a prospective good result 
into a failure, and a patient who might have enjoyed 
good health is committed to a long period of disability. 
The prospect of one or more hazardous procedures to 
correct an injury should discourage the surgeon from 
working blindly in an obscure field. 

A distended gallbladder is an anatomic hazard. It 
obscures the ducts and vessels, interferes with explora- 
tion of the regional anatomy and adds to the danger of 
cholecystectomy. The distended gallbladder should 
be aspirated and emptied of its stones. This aids in 
visualization of the field and avoids the forceful empty- 
ing of stones into the common duct. To facilitate 
further exposure of the ducts and vessels, the neck of 
of the gallbladder is elevated and the cholecystoduo- 
denal ligament is opened. The peritoneal edges of this 
opening are separated with care until sufficient ex- 
posure of the extraperitoneal space, in which the major 
ducts and vessels lie, is obtained. Additional mobility 
of the gallbladder may be obtained by incising the 
serosa on its lateral aspect, and elevating the neck of 
the gallbladder from its bed in the liver. The common, 
hepatic and cystic ducts may now be inspected and the 
cystic artery or arteries isolated. 

Bleeding from torn tiny vessels that obscures the 
field is controlled by the application of a warm moist 
pad with mild compression until a dry field is obtained. 
This is a requirement if accidents are to be avoided. 


The Blood Vessels 


Cystic arteries vary in number from one to four. All 
of them should be ligated when it is established that 
they enter the gallbladder. In an obscure field, the 
closer to the gallbladder the vessels are ligated, the 
less the likelihood that hepatic vessels will be injured 
or occluded. 


Figure 2. The selection of an incision adapted to the shape and size 
of the torso will provide a selective exposure. No one incision 1s 
universally applicable to all patients when adequate exposure is 
the purpose. 
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The gallbladder is held to the liver not only by its 
serosal covering which is continuous with Glisson’s 
capsule, but also by a cystic artery. This is demon- 
strated by the ease with which the gallbladder is re- 
moved following severance of the cystic artery. During 
surgery, lateral traction on the neck of the gallbladder 
causes the cystic artery to become taut. It can now be 
palpated as a “wire” and thus identified. It is usually 
in association with a lymph node that may obscure 
the view. Unless care is taken, the vessel may be torn, 
or mistaken for a fibrous band and cut. This accident 
is avoided by ligation of the cystic artery soon after 
its exposure, with severance close to the gallbladder. 
This permits greater mobility of the neck and cystic 
duct, with a lesser risk of hemorrhage and a better 
view of the larger ducts. 

The cystic artery or arteries may arise from any 
branch of the celiac axis of the aorta, the superior 
mesenteric artery or the aorta itself. While most com- 
monly the cystic artery comes from the right hepatic 
artery, its origin from a large vessel at some distance 
from the gallbladder may subject it to injury during 
the act of retraction of the viscera adjacent to the 
gallbladder. This further emphasizes the need for care 
in the initial phase of cholecystectomy when the viscera 
are exposed and the field is opened to view. 

Medial and inferior displacement of the duodenum, 
with retraction by a hand or instrument, may com- 
press a torn vessel arising from the superior mesenteric 
artery. Following removal of the retractor, the operative 
field may fill with blood and prolong the procedure. 
Or bleeding may occur in the early postoperative 
period following closure of the abdominal wall, and 
result in shock. 

There is a special danger when a vessel is cut or 
torn and retracts out of view. The accumulation of 
blood obscures ducts and vessels. An impulsive ap- 
plication of a forceps in an effort to control bleeding 
is a frequent cause for injury to these structures. 

The insertion of the left index finger into the foramen 
of Winslow makes possible compression of the hepatic 
artery with the left thumb in that large number of 
patients whose arrangement of structure permits this 
to be done (Figure 4). It is now possible to aspirate 
the blood and irrigate the field with isotonic salt solu- 
tion. Removal of this fluid by suction, clears the field. 
The surgeon now can see the extent of injury and 
can secure the bleeding point. 


The Ducts 


There are marked variations in the length of the 
cyst‘ duct. The extremely short ones are less than a 
cent:neter in length and favor injury to the hepatic 
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and common ducts. The mildest traction on a gall- 
bladder with a short duct favors “tenting” of the other 
ducts, so that the application of a clamp occludes more 
than the cystic duct. Other cystic ducts are as long 
as the gallbladder itself. Frequently, a long cystic duct 
and the hepatic duct lie side by side for one, several 
or many centimeters before they unite to form a com- 
mon duct. Then, it is less hazardous to let the con- 
tiguous portion of the cystic duct remain. Complete 
excision of a cystic duct attached to the hepatic duct 
may be more injurious to the long hepatic duct, duo- 
denum or pancreas. 

It is better to avoid clamping the cystic duct in 
almost all instances. Exposure of the duct can be 
readily done with careful, blunt dissection, using a 


Figure 3. The sequence of abdominal exploration to detect other 
conditions or disease concomitantly present in the abdomen. The 
gallbladder with stones may be asymptomatic. Removal of this gall- 
bladder will result in persistent symptoms to which the term “‘post- 
cholecystectomy syndrome” is frequently. but erroneously applied. 
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hepatic artery when this vessel lies in the free edge of the lesser 


omentum. 


Figure 5. The quadrate lobe and the location of the hepatic duct. 
In 88 per cent of cases, the duct emerges from the posterior extrem- 
ity of the quadrate lobe. In 12 per cent, the ducts emerge along 
the margin of the lobe, sometimes close to the fossa of the gall- 
bladder (Anson). 


Figure 6. Aberrant or accessory hepatobiliary ducts. Note relation 
to the hepatic, cystic and common ducts. 


fine-tipped Mixter forceps or any of its modifications. 
Then, a ligature is applied directly to the cystic duct 
at a right angle to its axis, in full view of the common 
and hepatic ducts. 

The cystic duct has usually the narrowest caliber 
of all the extrahepatic ducts, and its surface is “cor- 
rugated” or irregular. This is due to small, leaf-like 
projections within its lumen, extending in a spiral 
throughout the short ducts. These are the valves of 
Heister, an embryologic formation usually not found 
in the distal end of long cystic ducts. These anatomic 
characteristics of the cystic duct help to identify it 
on sight. 

Variations in the mode of union of the hepatic duct 
with the cystic duct to form the common duct, the 
occasional union of the cystic with the right hepatic 
duct, and the rare entrance of the right hepatic duct 
into the gallbladder all warrant careful inspection 
before any duct is ligated and cut. 

The location of the hepatic duct is constant. It lies 
at the bottom of the quadrate lobe of the liver. This 
lobe is bounded by the gallbladder fossa on the right, 
the round ligament on the left, the anterior margin 
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of the liver superiorly and the hilus where the larger 
yessels enter and the hepatic ducts leave the liver. 
If this fact were more generally known, serious in- 
juries to the hepatic duct could be avoided. The duct 
lies behind a layer of peritoneum. The thickness of 
this peritoneal layer varies with the degree of chronic 
peritonitis associated with the biliary tract disease. 
Immediate exposure of the quadrate lobe by traction 
on the round ligament toward the left, and displace- 
ment of the body of the emptied gallbladder to the 
right, helps to visualize the danger zone in biliary 
tract surgery (Figure 5). 


INDICATIONS FOR ComMON Duct ExPLORATION 


Pathologic factors determine the need for exploration 
of the common duct. The indications for exploration 
are: 

1. Palpable stone or stones. 

2. Dilated duct—distal obstruction. 

3. History of jaundice or chills and fever. 

4. Thickened duct (chronic cholangitis). 

5. Contracted gallbladder (stones already evacuated 
into common duct). 

6. Large-caliber cystic duct with many stones and 
biliary “mud” in the gallbladder. (Stones and “mud” 
in the common duct too.) 

7. Palpable tumor in the duodenum at the ampulla 
(duodenotomy indicated). 


8. Gastric surgery—duodenal lesion encroaching on 
the common duct. 
9. Chronic pancreatitis—stricture or compression of 


Figure 7. Bile accumulating in the subphrenic spaces. a (left). Right 
side, » (right), bilateral. The abdominal wall was closed without 
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the common duct at the ampulla or in the intrapan- 
creatic portion. 

10. Post-cholecystectomy. Cholangitis, pancreatitis, 
hepatitis, biliary cirrhosis, jaundice (in the absence of 
other causes for the clinical symptoms and findings), 
persistent biliary fistula, persistent epigastric pain and 
weight loss with or without chills, fever, jaundice. 

As a safeguard in exploration, aspiration of bile is 
an assurance that the portal vein has not been mis- 
taken for the duct. Mobilization of the duodenum (by 
incision of the parietal peritoneum on its lateral mar- 
gin) and caudad displacement of the hepatic flexure 
of the colon facilitate the manipulation necessary to 
explore the duct, expose the ampulla of Vater or ef- 
fect repair of injured ducts. 

Aberrant ducts (Figure 6) are occasionally seen 
and, when not concerned in the removal of the gall- 
bladder, should remain undisturbed. More commonly 
they are not recognized and may be injured during 
cholecystectomy. Fortunately, few of the ducts drain 
sufficient bile to cause serious postoperative com- 
plications. However, they account for some instances 
of bile peritonitis. 


ABDOMINAL “‘DRAINAGE”’ 


Bile leaking from the wound after surgery may be 
due to injury to an accessory duct rather than to 
improper ligation of the cystic duct. This can occur 
even in the simplest case when the liver is partially 
rotated out of the abdomen and a short accessory 
duct is torn off. The hazard of injury to an accessory 


drainage in each case. Both patients were relieved by subcostal 
incisions for drainage. 
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Figure 8. The transversus muscle and the posterior sheath of the 
rectus muscle. Failure to securely suture this layer is responsible 
for postoperative herniation. Muscular relaxation is necessary to of the cut edges. 


approximate the cut edges since muscle contraction draws the lat. 
eral cut edge behind the rectus muscle and prevents approximation 
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duct without knowledge that it has been torn or 
avulsed is present in every case. 

Some of these ducts are narrow and may be injured 
during cholecystectomy. Subsequently a large amount 
of bile may accumulate in one or several of the sub- 
phrenic or subhepatic spaces (Figure 7). 

Careful closure of the gallbladder bed in the liver 
by suture of the “flaps” of the serosa and the sub- 
serosa in the liver bed helps to occlude vessels and 
ducts in this raw surface and to assure a dry field. 

Some surgeons do not use drains as routine practice 
following cholecystectomy. However, many others are 
convinced that it is better to insert a drain and risk 
a useless application with a good result than to omit 
the drain and risk a subphrenic accumulation of bile, 
blood or peritoneal fluid. 

A drain should not be a substitute for careful sur- 
gery. Hemostasis, the closure of openings in ducts 
and the suture of leaking bile channels lying in the 
gallbladder bed of the liver prevent the accumulation 
of blood and bile in the subhepatic space. A hernia 
practically never results when the drain leaves through 
a stab wound on the right side below the costal margin. 


ABDOMINAL WALL CLOSURE 


A common hazard in gallbladder surgery is the 
development of a postoperative incisional hernia. This 
may be due to faulty healing from one or several of a 
variety of causes, or to poor closure of the layers of the 
abdominal wall. The causes of faulty healing are well 
known, and can be guarded against by proper nutri- 
tion, prevention of infection and avoidance of distract- 
ing forces on the suture line. The anatomic factor of 


complete and accurate closure of the posterior sheath 
of the rectus muscle, with its transversus muscle, trans- 
versalis fascia and attached peritoneum, needs constant 
re-emphasis (Figure 8). Failure to accurately suture 
this important layer is frequently due to inadequate 
abdominal wall relaxation. 

In some instances, when the abdominal wall is thin, 
the transverse parallel fibers of the transversus muscle 
and its aponeurosis split apart during closure of this 
layer. This defective closure may be avoided by the 
method of placement of the closing suture. A lock 
stitch pulled snugly at right angles to the transverse 
parallel fibers, while the edges of the wound are pushed 
toward the suture, will approximate bundles of fibers 
and maintain a snug closure. 

Attention to the details of closure is well worth 
whatever additional time is required to restore the 
integrity of the abdominal wall. Suture materials should 
hold the tissues in approximation until healing is well 
established. Nonabsorbable sutures for fascial closures 
are more certain to do so. 

A plane of anesthesia sufficient to relax the ab- 
dominal musculature is needed. Closure of the incised 
wound should not be attempted until this is established. 
At this stage some anesthetists use muscle-relaxing 
agents to facilitate the closure. This is useful, but the 
hazard of decreased respiratory excursion and anoxia 
warrants constant vigilance to make certain that the 
patient can breathe well in the immediate postoperative 
period. A clear airway, with adequate oxygenation of 
the blood by artificial pulmonary ventilation, is a re- 
quirement until the patient regains control of respira- 
tion and is out of danger. 


In Acute Poisoning 


WHILE THE FACT that a patient has been poisoned is generally obvious, this is not always so 
and hence it is important when confronted with an obscure sudden illness, that the possibility 


of poisoning should cross one’s mind before valuable time is lost. Poisons sometimes enter the 
body by unusual routes, e.g., camphorated oil. Blood, albumin and sugar in the urine, and 
even extensor plantar responses do not necessarily mean that the illness is “natural” since 
poisons may be responsible. It is more important to know what effects a poison is producing, 
and how it was taken, than to know exactly what the poison is. The two important principles 


in treatment are: 


1. To remove or neutralize the poison. 

2. To keep the patient alive by dealing with the effects of poisoning. 
There is, however, something to be said for giving a dessert-spoonful of the following 
“Universal Antidote” while preparations are being made to wash out the stomach. As it is 
very light and fluffy, it should be made into a paste before swallowing. 


Powdered activated charcoal... 2 parts 
Magnesium oxide (or Milk of magnesia).......... bens I part 
Tannic acid (or strong tea)... 1 part 


Note: Ordinary charcoal, burnt toast, etc., are useless. 
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—EmMerGENCiEs iN Mepicat Practice, C. A. Birch, page 5. 
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**Whiplash”’ injuries to the neck result from sudden hyperextensio 
or hyperflexion, with rebound in the opposite direction. 
Derangement of the ligamentous structures 


of the cervical spine may result, with subsequent narrowing 


of the intervertebral foramina. Thus, pinching and compression 


of the cervical spinal nerve roots occurs. 
The clinical picture is composed of signs and symptoms 
of mechanical derangement of the neck 


and cervical nerve root compression. 


Prompt treatment may prevent chronic disability. 


Whiplash Injuries 


IRWIN T. BARNETT, M.D. AND BERTRAM B. MOSS, M.D. 


Chicago, Illinois 


*“WHIPLASH INJURIES” are among the most common 
injuries encountered in general practice. The tremen- 
dous increase in the number of whiplash injuries to 
the cervical spine is due to the corresponding increase 
in the number of automobile accidents. 


Anatomic Considerations 


The cervical spine has certain characteristics that 
render it more subject to injury than any other 
portion of the spinal column. The extreme mobility of 
the neck makes it particularly vulnerable to injury. 
The joints of the cervical vertebrae most frequently 
subjected to stress and strain are those between the 
fifth and sixth cervical vertebrae and those between 
the fourth and fifth cervical vertebrae. All nerve roots 
of the spinal cord emerge through intervertebral for- 
amina that are formed by the vertebrae above and 
below. The anterior and posterior walls of the cervical 
intervertebral foramina are in close proximity. There- 
fore, their derangement can readily cause compression 
of the cervical spinal nerves. 


Mechanism of Injury 


The trauma occurs from sudden hyperextension and 
hyperflexion of the cervical spine. Instantaneous sub- 
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luxation of cervical vertebrae may occur but is often 
reduced spontaneously. This is a rapid occurrence 
and cannot be detected unless the subluxation does 
not reduce itself immediately. 

Derangement of the ligamentous structures of the 
cervical spine and subsequent narrowing of the inter- 
vertebral foramina is produced at whatever point the 
subluxation occurs. This may result in compression 
of the cervical spinal nerve and produces symptoms 
and findings in one or both upper extremities. Pre- 
existing pathology, such as arthritis with spur forma- 
tions around the intervertebral foramina, can make 
these injuries more severe due to the narrowing from 
the arthritic changes. 

In addition, consequent edema in the ligamentous 
structures of the cervical spine further encroach upon 
the cervical spinal nerves. 

There are all degrees of severity in “whiplash” in- 
juries. Mild trauma may produce only soft tissue in- 
volvement and not true subluxation. 

Whiplash injury caused by a car being suddenly hit 
from the rear may throw the neck into hyperextension 
and then immediately into hyperflexion. The reverse 
occurs in “head-on” collisions. The capsular liga- 
ments of the lateral intervertebral joints are relatively 
short and especially vulnerable to sprain injuries from 
sudden extreme motions. 
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Clinical Picture 


The patient with a whiplash injury usually com- 
plains of pain or stiffness in the neck. He is unable to 
turn his head to one side or the other. He often states 
that he has a “crick in the neck.” He may also com- 
plain of difficulty in swallowing, blurring of vision, 
vertigo and headache. Symptoms may be very slight 
at first, or may not appear until weeks or even months 
later. In severe cases, patients may complain of sen- 
sations of numbness and tingling in the fingers. In 
many instances of whiplash injuries, concussion oc- 
curs due to impact of the brain against the skull. 

The most common complaint in whiplash injuries is 
pain in the neck. The pain may vary in character from 
a burning sensation to sharp knife-like pain. The next 
most common symptom is headache, sometimes uni- 
lateral but usually bilateral. Very often the pain orig- 
inates in the back of the head and radiates to the ears 
or toward the eyes. Pain may radiate from the neck 
into the shoulders. Where cervical root compression 
exists, pain in any part of the upper extremity may 
result. 

These patients at first keep their heads fairly still 
and free from motion. The head is tilted to one side 
or the other and held fixed in this position. Examin- 
ation of the cervical muscles reveals marked spasm 
and tenderness. This may be noted in one or both of 
the sternocleidomastoid muscles and may even extend 
into the trapezius muscles bilaterally. 

Ninety-five per cent of these injuries produce a 
positive “hyperextension compression test.”’ This test 
is performed by hyperextending the head and apply- 
ing pressure on the forehead. A positive test is signi- 
fied by pain in the distribution of the cervical roots 
involved. This is due to the further narrowing of a 
cervical foramen. 

It is difficult to determine which individual sensory 
nerve roots may be affecting the extremities. Over- 
lapping of the peripheral sensory nerve distributions 
in the upper extremity is common. No skin area is 
supplied by one nerve root alone. 

The reflexes in the upper extremities may be nor- 
mal, or one biceps reflex may be absent or weaker 
than the other. Involvement of the triceps reflex rare- 
ly occurs. In a small percentage of cases there is 
dilatation of the pupil due to stimulation of the cervi- 
cal sympathetics. This is the opposite of a Horner’s 
syndrome. A patient must be examined immediately 
after a whiplash injury to detect dilatation of the pupil. 
Nystagmus is found in a number of severe cases, es- 
pecially in association with concussion. 

Whiplash injuries involving the cervical nerves usu- 
ally involve more than one root. Multiple oblique x- 
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ray views of the cervical spine should be studied for 
involvement of the intervertebral foramina. 


Treatment 


Treatment of whiplash injuries of the cervical spine 
is directed mainly toward the relief of pain. Pain is 
the chief symptom in almost every instance. Methods 
employed for the relief of pain include cervical trac- 
tion, heat (either by microtherm or ultrasonic ther- 
apy), analgesics, immobilization of the neck and even 
psychotherapy. 

Heat is most frequently used for relief of pain. Ul- 
trasonic methods are new. In our experience, good 
results are obtained with ultrasonic therapy in con- 
junction with microtherm. These are used every day 
in severe cases, and twice a day if convenient to do so. 
Hot packs or a heating pad may be applied to the 
area involved. 

In some instances it is advisable to inject a local 
anesthetic into the tender painful areas that are de- 
tected by palpation. Occasionally it may be necessary 
to do a stellate ganglion block. Procaine is the agent 
of choice. 

One of the most useful forms of therapy in whiplash 
injuries is intermittent or continuous cervical traction. . 
This can be used in the office or at home when it is 
difficult for the patient to be hospitalized. Traction 
relieves muscle spasm and enlarges the intervertebral 
foramina. Continuous traction insures a certain amount 
of immobilization of the cervical spine. The inter- 
mittent traction therapy is used for three to six days. 
Following this it is given two to three times a week for 
one or two more weeks. The number of treatments and 
the total duration is determined by the subsequent 
symptomatology of the patient. 

All patients with severe whiplash injuries, especially 
in conjunction with fractures, should be immediately 
hospitalized and put into continuous traction. It is 
often advisable later to use some form of immobilization 
with a brace or collar. While immobilized, the patient’s 
head and neck must be kept aligned, and in many in- 
stances, flexed. The neck must not be hyperextended 
by the brace. 

Drugs are extremely important in the treatment of 
whiplash injuries. Muscle relaxants and analgesics are 
helpful in relieving pain and spasm. 

Prompt therapy should be given to all whiplash in- 
juries to the cervical spine even if the initial symptoms 
are mild. This tends to prevent long discomfort and 
disability. Many mild injuries become progressively 
more severe at a later date. 

One must individualize the type of therapy accord- 
ing to the patient’s symptoms. 
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Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP department. 

This is the fourth of twelve 

from the University of Pennsylvania. 


Practical Therapeutics 


Physiologic Approach to the Treatment of Anemia 


JOHN W. FROST, M.D. AND MANFRED I. GOLDWEIN, M.D. 


Hematology Clinic, Hospital of the University of Pennsylvania 


Philadelphia, Pennsylvania 


THE RED BLOOD CELL is a complex tissue. Its develop- 
ment and maturation into a well-functioning apparatus 
is dependent on a series of orderly physiochemical re- 
actions, involving many constituents. During its pe- 
ripheral circulation, diverse physical and chemical 
factors may alter the red cell’s shape, size, function and 
life span. It follows that anemia is a symptom of under- 
lying pathologic states of diverse etiology rather than a 
disease entity per se. 

The best approach to the treatment of anemia is to 
appraise each case from the standpoint of the physio- 
logic cause involved, and then to direct therapy to cor- 
rect the pathologic effect. This approach then will be 
the basis of this paper. 


Methods of Diagnosis 


As in all medical specialties, the history and physical 
examination provide important clues in the diagnosis 
of anemia. A family history with respect to ancestry, 
anemias or splenectomies, often indicates congenital 
anemias. Inquiries into specific occupational hazards, 
drug intake, and allergic states may provide the an- 
swers to a puzzling anemia due to an offending chem- 
ical or sensitizing substance. A detailed menstrual his- 
tory is extremely important and rarely volunteered. 
When asking about melena, one should always ascer- 
tain if the patient actually looks at his stools, or if he 
has -yer been troubled with hemorrhoids. 
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A careful physical examination is almost always re- 
warding. A short trunk and long extremities in a Negro 
may point to sickle cell anemia. Jaundice suggests 
hemolytic anemia; or purpuric eruptions may indicate 
a coagulation defect or generalized bone marrow de- 
pression as the cause of anemia. Glossitis is an out- 
standing sign of pernicious anemia and is often seen in 
iron deficiency anemia. The association of pallor and 
gingival hypertrophy is frequently a striking picture in 
acute leukemia. Splenomegaly suggests anemia due to 
congenital causes, chronic leukemias, lymphomas, 
chronic infectious states, hemolytic anemia or perni- 
cious anemia. Lymphadenopathy should bring to mind 
anemias due to leukemia, lymphoma or metastatic car- 
cinoma. The pelvic and rectal examinations with a 
simple office procedure for occult blood in the stool 
are “musts” for an adequate hematologic work-up. 
Likewise, a neurologic examination is important, since 
pathologic tendon reflexes and sensory abnormalities 
may be the most striking findings of pernicious anemia, 
while “hung up” ankle jerks often lead to a diagnosis 
of hypothyroidism. 

The most basic office laboratory procedures which 
include a hemoglobin, white blood cell count and ex- 
amination of the peripheral blood smear are, in combi- 
nation with a history and physical examination, sufh- 
cient in a large majority of cases to establish the diag- 
nosis and carry out a rational program of therapy. It 
must be emphasized that there is no substitute for the 
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physician’s own careful perusal of the blood smear, 
noting abnormalities in all types of cells. This is the 
most important single laboratory procedure available 
for accurate diagnosis. 

Should the answer not be forthcoming from these 
basic studies, one can then, on the basis of the findings 
so far, proceed intelligently to more complex labora- 
tory examinations. These include procedures such as 
the reticulocyte count, bone marrow examination, os- 
motic fragility, various chemical tests including serum 
iron, bilirubin, serum protein, measurement of gastric 
acidity, and finally the relatively new tracer studies 
employing radioactive chromium, iron and vitamin By». 

Anemias can be divided into three major categories: 
(1) anemias due to increased loss or destruction of red 
cells, (2) those due to decreased blood formation, (3) 
anemias due to hereditary red blood cell defects. 


Increased Loss or Destruction of Red Blood Cells 


Increased loss of red cells can be due to two things 
only, either direct loss from the body (i.e., bleeding) 
or increased destruction within the body (i.e., hemol- 
ysis). 


BLEEDING 


Anemia due to chronic blood loss is the most com- 
mon type seen. A brief discussion of iron metabolism is 
in order, since this is the one limiting factor in the cor- 
rection of anemia due to chronic blood loss. 

The total body iron of the adult amounts to 4 grams. 
Approximately 3 grams are found in the red cells. 
Most of the remainder is stored in the liver and bone 
marrow, and a small fraction is present in the enzyme 
systems and myoglobin. The absorption of dietary iron 
from the gastrointestinal tract is limited to about 2 mg. 
per day. There is no regular route of excretion; only a 
small amount (1 to 2 mg. per day) is lost through shed 
cells. The loss of one pint of blood entails the loss of 
250 mg. of iron from the body, the hemopoietic system 
drawing on the body stores of iron for replacement. 
With chronic bleeding a severe iron deficiency anemia 
develops once the storage depots become exhausted. 

In adults, anemias owing to chronic blood loss are 
most commonly due to excessive menses or bleeding 
from the gastrointestinal tract. Should the cause of this 
anemia not be evident from routine studies, a thorough 
examination of the gastrointestinal tract and the pelvis 
is in order, with particular emphasis upon hiatus 
hernia, hemorrhoids and peptic ulcer. 

The treatment of this type of anemia is twofold. 
First, bleeding must be stopped, and second, medicinal 
iron must be given for a sufficient length of time to cor- 
rect the anemia, and restore the depleted depots to 
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normal, since the dietary iron is insufficient in re 
placing the iron lost from the body. 

In most patients, oral iron, given as ferrous salts i: 
dosages of 0.6 to 1.2 grams per day, is sufficient. I), 
rare cases of absolute intolerance to oral iron or in in- 
flammatory disease of the gastrointestinal tract, paren - 
teral injections are needed, in the form of intravenous 
saccharated iron oxide or intramuscular iron dextrai.. 
Additional therapy, other than normal diet, is not 
necessary, and indeed is wasteful and may be danger- 
ous. Blood transfusions are unwarranted except in rare 
instances where the anemia is extremely severe, or 
where the hemoglobin must be restored rapidly. In- 
deed, the ever-present dangers of transfusion reaction 
and serum hepatitis contraindicate their routine use. 


HEMOLYsIS 


The life span of the normal human red cell is approx- 
imately 120 days. During its course through the 
peripheral bloodstream, mechanical trauma poses a 
constant threat to its integrity. The delicate enzyme 
systems must remain intact so that its functions as an 
oxygen-carrying organ and buffer system may remain 
useful. Any factor that affects physical or chemical 
stability of the red cell may cause its early destruction. 

If for any reason the life span of the red cell is short- 
ened, increased hemolysis occurs, and if the degree of 
hemolysis becomes sufficiently increased, anemia re- 
sults. The factors that shorten the life span of red cells 
may come from without (extrinsic) or be inherent in 
the red cell itself (intrinsic). Because therapy differs 
in the two types of hemolytic syndromes, we are 
classifying only the extrinsic hemolytic anemias under 
this heading. 

Increased hemolysis is evidenced in many ways. 
Some well-known findings are spherocytosis, reticulo- 
cytosis, hyperbilirubinemia and increased osmotic 
fragility. For absolute determination of the red cell life 
span, one may tag withdrawn cells with radioactive 
sodium chromate and follow the rate of disappearance 
of radioactivity of the reinjected cells as a measure of 
the red cell life span. 

The agents involved in causing increased hemolysis 
can be conveniently divided into infectious, physical 
and chemical agents, and sensitizing agents. Infectious 
agents include the malaria parasite which causes de- 
struction by direct invasion of the red cell, and viruses 
such as virus pneumonia and infectious mononucleosis. 
(Hemolytic anemias due to virus diseases are rare but 
well recognized.) Bacteria, including streptococcus, 
staphylococcus, typhoid bacillus and other gram-nega- 
tive bacilli and clostridia organisms, have been impli- 
cated as a cause of hemolytic anemia. 

The only extrinsic physical factor of importance in 
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ANEMIAS DUE TO INCREASED LOSS OR DESTRUCTION OF RED CELLS 


Specific Cause Major Physiologic Defect Treatment 


Gastrointestinal bleeding 
Menorrhagia, etc. 


Iron deficiency 1. Stop bleeding 


2. Medicinal iron 


I. Infectious agents 
Viral 
Malaria 
Bacterial 


Antigen-antibody sensitization 

Direct invasion by parasite 

Destruction by bacterial 
products 


? Direct destruction 


Symptomatic 
Chemotherapy 
Chemotherapy 


II. Physical agents 1. Symptomatic 


(Heat) 
Ill. Chemical agents 


Direct destruction or 
sensitization 


2. Blood transfusions 
1. Remove cause 


IV. Isoimmune agents 
Mismatched 
transfusions 
Rh sensitization 
V. Autoimmune agents 


Idiopathic 


Symptomatic 
(lupus erythematosus, 
lymphosarcoma, etc.) 


Antigen-antibody reaction 


Antigen-antibody reaction 


Antigen-antibody reaction 


Antigen-antibody reaction 


2. Steroids, if prolonged 


Prevention 


1. Early delivery 
2. Exchange transfusions 


1. Steroids 
2. Splenectomy 
Treat underlying disease 


causing increased hemolysis is heat, and with severe 
burns anemia develops quite readily. There are nu- 
merous chemical agents that may cause hemolytic 
anemia, involving both drugs and exposure to com- 
mercial chemicals. Some of these agents cause anemia 
quite readily, while others apparently develop on a 
peculiar host sensitivity. Sufficient exposure or in- 
gestion of such chemicals as benzene, naphthalene 
(mothballs), lead and arsenic, for example, regularly 
leads to hemolytic anemia. Rarely, a patient develops 
an anemia from ingestion of such drugs as quinidine 
and sulfonamides. 

The sensitizing agents causing hemolytic anemia 
include iso- and auto-agglutinins. An antigen-antibody 
reaction involving sensitization of the red cell, followed 
by agglutination and hemolysis, is thought tg be the 
pathogenesis of this type of hemolytic anemia. This is 
by no means proven in all instances. The isoagglutinins 
encompass hemolytic anemias following mismatched 
transfusions and anemias due to Rh sensitization 
(erythroblastosis fetalis). Auto-agglutinins are impli- 
cated in acquired hemolytic anemias of unknown cause 
anc in “symptomatic” hemolytic anemias where auto- 
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agglutinins are formed secondary to another disease, 
such as lupus erythematosus, lymphomas, lymphatic 
leukemia, periarteritis nodosa and various malignant 
neoplasms. 

Therapy of hemolytic anemia varies according to 
underlying etiology and pathology. The hemolytic 
process due to viral agents is self-limited, and should 
be treated symptomatically. Antibiotics are, of course, 
valueless. Infections with malaria and bacterial orga- 
nisms should be treated with appropriate chemothera- 
peutic agents. Prompt withdrawal of the offending 
agent should be the first step in the treatment of those 
anémias caused by chemicals. Although the value of 
steroids in treating these cases is not established, they 
may be given a trial if the hemolytic process is over- 
whelming and continuous, and especially where indi- 
vidual sensitivity is thought to be a factor. Prompt 
elimination of the offending agent should be accom- 
plished wherever that agent is known to remain in the 
body, as for example, in lead poisoning. 

Treatment of hemolytic anemia due to isoagglutinins 
is primarily preventive. Careful crossmatching and 
routine use of the ““Coomb’s crossmatch,” as well as 
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Table 1. 
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meticulous clerical work, will prevent all mismatched 
transfusion reactions. Early delivery and exchange 
transfusions of the infant will prevent most of the rav- 
ages of erythroblastosis fetalis. 

Wherever autohemolytic anemia is “symptomatic,” 
the treatment of the underlying disease is the treatment 
of the hemolytic process. Adrenal steroids, which in 
some unknown way affect immune reactions, are of 
distinct value in many cases of idiopathic autoimmune 
hemolytic anemia. If after adequate trial there is no 
response, splenectomy is indicated. As a general rule, 
in all hemolytic anemias, blood transfusions may be 
given where the process is profound to tide the patient 
over the critical period. Special caution should be ob- 
served in the autoimmune hemolytic states, since the 
agglutinins are often universal and may destroy admin- 


istered blood as rapidly as the patient’s own blood 
(Table 1). 


Decreased Formation of Red Blood Cells 


Anemias caused by decreased formation of red blood 
cells are sometimes due to lack of basic materials nec- 
essary for normal red cell or hemoglobin synthesis. 
Other examples of anemia due to decreased formation 
of red cells are those affecting the bone marrow direct- 
ly, as in neoplastic replacement or fibrosis of the bone 
marrow, and marrow depression as observed in uremia, 


chronic infection, drug sensitivity, ionizing radiation 
or chemicals. 


NUTRITION 


As mentioned previously, the red cell is a complex 
tissue requiring protein, minerals and vitamins for 
normal maturation of both the red cell stroma and for 
hemoglobin synthesis. Protein deficiency in the United 
States is rarely a cause of profound anemia in adults, 
but may be of importance in poor income areas and in 
children with improper diets. The exact role of protein 
in red cell formation has not been clearly elucidated, 
but its importance in both red cell formation and hemo- 
globin synthesis has been demonstrated by the effect 
of severe dietary restrictions in experimental animals. 

The only mineral of proven clinical importance’ in 
the development of human anemias is iron, and dietary 
lack of iron is rarely a direct cause of anemia in adults. 
In certain physiologic states, iron requirements are 
increased; since dietary iron is not in excess of usual 
needs, supplemental iron is needed. Pregnancy and 
lactation cause a severe drain on the maternal iron 
stores, since it has been estimated that over 700 mg. of 
maternal iron is utilized in each pregnancy and lacta- 
tion. To replace this amount, the average female in the 
childbearing age should have a daily iron intake of at 
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least 17 mg. Iron requirements in infancy and pubert. 
are also increased due to rapid increase of blood volum. 
and because of frequent infections during the earl: 
years of life. Since the total blood volume triples an: 
the quantity of hemoglobin doubles during the firs 
year of life, hypochromic anemias frequently develop i) 
infants due to the lack of adequate dietary or medicin:' 
iron. 

Although cobalt, nickel, manganese, molybdenui: 
and other trace metals have been claimed to have hemo - 
poietic activity, their role in the etiology of humai 
anemias is unknown. There is considerable evidence 
that copper plays a role in erythropoiesis in experi- 
mental animals, but its role in human blood formation 
is as yet inconclusive, and the manner in which it acts 
in relation to erythropoiesis is obscure. 


VITAMINS 


The role of vitamins in the control of hemopoiesis 
has been clearly established. The lack of vitamin B,» 
(cyanocobalamin) will cause a macrocytic anemia of 
severe degree with a characteristic bone marrow picture 
of maturation arrest of the erythroid series of cells at 
the megaloblastic level. Anemias of this type are usually 
those of a so-called “conditioned deficiency” state. In 
this state, the dietary intake of the vitamin is adequate, 
but it cannot be absorbed due to lack of intrinsic factor 
(primary pernicious anemia) or failure of the absorp- 
tion of the vitamin due to gastrointestinal disease 
(sprue, regional ileitis or intestinal tuberculosis). In 
certain cases of intestinal stricture, anastomosis or 
blind loop syndrome, a “‘conditioned deficiency”’ exists 
in which vitamin By is utilized by intestinal bacteria, 
thus decreasing the available supply for absorption. 

Primary pernicious anemia represents the classic 
example of vitamin By deficiency anemias. The pa- 
tient’s stomach is incapable of secreting intrinsic factor 
which must be present for normal absorption of vitamin 
Biz by the gastrointestinal tract. 

Folic acid (pteroylglutamic acid), a member of the 
B-complex group of vitamins, has been shown to be an 
essential vitamin in normal red cell synthesis. Defi- 
ciency of this vitamin will cause a macrocytic anemia 
that is hematologically indistinguishable from that 
caused by a deficiency of vitamin By. There appears to 
be no special mechanism necessary for its absorption as 
there is for By absorption. The metabolic functions of 
folic acid and By, although closely related, are not 
identical, and they cannot be used interchangeably in 
the treatment of megaloblastic anemias. Folic acid will 
correct the hematologic status of primary pernicious 
anemia patients, but vitamin By is essential in the 
maintenance of normal neurologic function in addition 
to also correcting the hematologic status. 
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The significance of other members of the B-complex 
vitamin group (nicotinic acid, riboflavin and thiamin) 
in normal human erythropoiesis is obscure. On the 
other hand, vitamin Be (pyridoxine) deficiency anemia 
in humans has already been clearly demonstrated and 
has responded to the administration of the vitamin. 

Ascorbic acid participates in the metabolic chain of 
events in which folic acid and By: are concerned, which 
is the formation of nucleic acids from their constitu- 
ents, the purine and pyriminidine bases. However, it 
does not seem that this vitamin is essential, in a direct 
way, for normal hemopoiesis, and the anemia observed 
in scurvy is probably due to a multiple deficiency state 
in which vitamin C is the predominant deficiency. 

In treating the anemias due to nutritional deficien- 
cies, replacement of the lacking nutritional substance 
is obviously the therapy of choice. In cases of “‘con- 
ditioned deficiency” type of nutritional lack, the cause 
of the “conditioned deficiency” must be corrected or 
circumvented. When there is decreased vitamin By: ab- 


ANEMIAS 


DUE TO DECREASED PRODUCTION OF RED CELLS 


sorption due to malabsorption syndrome, the basic 
disease (sprue, regional enteritis or intestinal tubercu- 
losis) must be treated if normal gastrointestinal absorp- 
tion of By: is to be insured. Intestinal strictures and 
blind loop syndromes may be treated surgically or by 
the administration of antibiotics which temporarily 
destroy intestinal bacteria causing increased utilization 
of vitamin By. If treatment of the basic disease is not 
feasible, anemia can be corrected by the parenteral ad- 
ministration of the substance. 

Patients with primary pernicious anemia should be 
treated with intramuscular vitamin By in adequate 
amounts to maintain a normal hematologic state and to 
prevent neurologic difficulty. We have found that after 
the initial therapy to obtain normal hematologic state, 
most patients with the disease can be maintained on 1 
microgram of By per day given in one injection at 
intervals of three or four weeks. Primary pernicious 
anemia patients with neurologic difficulties should re- 
ceive larger doses of parenteral By. Oral vitamin By: is 


Specific Cause 


Major Physiologic Defect 


Iron deficiency 
1. Poor diet (infants and 
adolescents) 
2. Pregnancy, lactation 


"Conditioned deficiencies” of 
vitamin Biz 
1. Pernicious anemia 


Increased utilization of iron 
leading to iron deficiency 


Biz not absorbed because no 


Medicinal iron 


1. By: parenterally 


intrinsic factor produced by 2. Biz: + potent intrinsic 
stomach factor orally 
2. Malabsorption syndrome By: not absorbed because of 1. By: parenterally 
(Sprue, etc.) gastrointestinal disease 2. Treatment of underlying 
disease 


3. Blind loop syndrome 


Bi: not absorbed because of 1. Correct underlying defect 


prior utilization by bacteria 2. Biz parenterally 


Pyridoxine deficiency 
Nutritional or ? 


Folic acid deficiency 


Interference with red cell 


maturation 


3. Chemotherapy (temporary) 
? Pryidoxine 


Folic acid 


Bone Marrow 
DEPRESSION 


Replacement of bone marrow 
Fibrosis 
Tumor, leukemia 
Metabolic Depression 
Infection, uremia 
Drugs and chemicals 


Lack of erythropoietic tissue 


Symptomatic 

Chemotherapy, irradiation 

Treatment of underlying 
cause 

1. Remove offending agent 

2. Steroids 


g 
Treatment 
Table 2. 
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not recommended as a routine treatment for pernicious 
anemia since intrinsic factor must be present to allow 
adequate absorption of the vitamin in these patients. 
However, it is possible to treat the disease by the oral 
route provided a potent intrinsic factor is given along 
with oral vitamin By, but it is not recommended, since 
the potency of intrinsic factor preparations may vary, 
and in fact all activity may be lost in its preparation 
from hog stomach. If an oral preparation of vitamin By. 
and intrinsic factor is used, it should be first clearly 
ascertained that the intrinsic factor activity has been 
carefully standardized on a known primary pernicious 
anemia patient. 

Anemias resulting from deficient formation of red 
cells due to marrow depression may be caused by nu- 
merous agents and infections. Marrow displacement by 
fibrous tissue produces severe anemia associated with 
pancytopenia that is usually unresponsive to treatment 
and requires frequent blood transfusions for survival. 
In anemias caused by metastatic tumor invasion of the 
marrow, treatment should be directed at the invasive 
tumor cells with chemotherapeutic agents such as 
nitrogen mustard, triethylene melamine, chlorambucil 
or radioactive isotopes. 

Drugs and chemicals known to cause marrow de- 
pression anemias are legion. Some are universally toxic, 
while others appear to produce anemias and other 
hematocytopenias only in sensitive individuals. The 
agents responsible for the marrow depression should 
be withdrawn immediately and the patient supported 
by blood transfusion, antibiotics and general measures 
until bone marrow recovery takes place. In marrow 
depressive states of the sensitivity variety, treatment 
with adrenal steroids may hasten recovery in the sensi- 
tive individual. Unfortunately some of the marrow de- 
pression states are completely irreversible and sup- 
portive measures are the only therapy available 


(Table 2). 


Hereditary Anemias 


Anemias of the hereditary type are due to inherited 
defects of the red cell or hemoglobin and include 
hereditary spherocytosis, thalassemia and hereditary 
molecular hemoglobin diseases (sickle cell disease and 
hemoglobin C, D, E, G, H and I diseases). These 
anemias follow distinct genetic patterns and can often 
be suspected by obtaining a careful family history which 
will reveal anemia, splenomegaly or previous frequent 
transfusions in parents, siblings or other blood rela- 
tives of a given patient. Congenital spherocytosis may 
occur in any racial group but the molecular hemoglobin 
diseases in this hemisphere occur predominantly in the 
Negro, while thalassemia occurs in patients of Mediter- 
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ranean stock. These disorders can furthermore be sus- 
pected on examining a well-stained blood smear an.| 
noting carefully the morphology of the red cells thi; 
are characteristic of these diseases. 


HEREDITARY SPHEROCYTOSIS 


Hereditary spherocytosis is perhaps the most com- 
mon and widely distributed hereditary anemia. It his 
been recognized at all ages and in all racial groups, and 
is transmitted as a mendelian dominant characteristic. 
The basic defect is in the production of red cells of 
spherocytic nature, which show increased fragility to 
hypotonic saline solutions. The breakdown of these 
cells will cause the classic signs of hemolytic anemia 
including jaundice, reticulocytosis and an overactive 
bone marrow. The spleen is always enlarged in this 
disorder, and is probably the site for the destruction 
of the abnormal spherocytic cells since its removal 
uniformly corrects the anemia, although the abnormal 
cells still persist in the peripheral blood. 


MOoLecuLaR HEMOGLOBIN DISEASES 


Molecular hemoglobin diseases include the classic 
disease, sickle cell anemia, and other conditions asso- 
ciated with the presence of abnormal hemoglobins that 
are inherited on a genetic basis. These traits when 
heterozygous give little clinical evidence of their pres- 
ence, but when homozygous result in states charac- 
terized by an increased rate of red cell destruction. The 
diseases in the Western world occur almost exclusively 
in Negroes or admixtures of Negroes and other racial 
groups. Because of the distinct genetic patterns, ad- 
mixtures of the various disorders are possible, and in 
fact do frequently occur. These diseases are diagnosed 
by having a high index of suspicion and by careful 
examination of a well-stained blood smear which will 
show abnormal red blood cell morphology. In sickle 
cell anemia the red cells exhibit bizarre shapes, while 
in the other hemoglobinopathies target cells are nu- 
merous. Since it has been fourd that the various hemo- 
globins have differences in molecular structure and will 
move with different speeds in an electrical field, hemo- 
globin electrophoresis and solubility measurements will 
establish a definitive diagnosis in any given patient. 
Splenomegaly occurs in most patients with the various 
molecular hemoglobin diseases, but is unusual in sickle 
cell anemia except in infants. 

The treatment of the molecular hemoglobinopathies 
is entirely symptomatic. Iron is of no value since iron 
metabolism is not a factor involved in the production 
of these anemias. Injections of various hematinic sub- 
stances, including vitamin Bhs, liver extract and folic 
acid are of no value. The patient should be carefully 
protected from severe infections since infection is often 
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HEREDITARY ANEMIAS 


Specific Cause Major Physiologic Defect Treatment 
HEREDITARY Abnormal formation of Increased destruction by Splenectomy 
SPHEROCYTOSIS spherocytes spleen 
MOLECULAR Abnormal molecular Increased hemolysis 1. Symptomatic 
HEMOGLOBIN structure of hemoglobin 2. Protect from infection 
DIsEAsEs 3. Transfusions only where 
necessary 
THALASSEMIA Faulty red cell production Increased hemolysis 1. Symptomatic 
2. Protect from infection 
3. Transfusions only where 
necessary 
Table 3. 


a precipitating cause of a crisis associated with possible 
increased blood destruction or temporary bone marrow 
aplasia. Patients with the molecular hemoglobinopa- 
thies appear to establish a definite hemoglobin level 
characteristic for each individual patient. It is surpris- 
ing that they will often be completely asymptomatic 
with hemoglobins as low as 5 to 6 grams. The use of 
blood transfusions in such patients should be carefully 
evaluated, since overcompensation of the individual at 
any given time may produce an increase in symptoms 
when his hemoglobin level returns to its usual low state. 


THALASSEMIA 


Thalassemia is a congenital anemia occurring in 
individuals of Mediterranean stock. The disease is 
caused by the inheritance of an abnormality of the red 
corpuscle which, in an individual who is heterozygous 
for this factor, produces so few changes of clinical im- 
portance that symptoms are unusual, and the abnor- 
mality may be discovered only by accident (thalassemia 
minor). The patient who inherits the abnormality from 
both parents has the homozygous defect and presents 
manifestations of the serious disorder known as thalas- 
semia major or Cooley’s anemia. 

The classic case of thalassemia major can be diag- 
nosed quite easily on the basis of the findings of mon- 
goloid facies, splenomegaly, skeletal changes and se- 
vere anemia. The carrier state (thalassemia minor) is 
recognized on the basis of careful examination of a 
stained blood smear which shows abnormalities of the 
ted corpuscles, including stippled, “target” and oval 
cel!., out of proportion to the degree of anemia. The 
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red cells of all patients with thalassemia show increased 
resistance to hemolysis by hypotonic saline solution. 
Classical thalassemia, i.e., the major form of thalas- 
semia, is progressive and fatal, while the minor form is 
compatible with life, but the patient remains anemic 
and is unresponsive to all types of hematinic therapy 


(Table 3). 


Conclusion 


In viewing any case of anemia it should be remem- 
bered that the term anemia merely represents a reduc- 
tion below normal in the number of red blood cor- 
puscles, the quantity of hemoglobin, and the volume of 
packed red cells. Anemia is only a sign of an abnormal 
physiologic state in the body and should not, in most 
cases, be viewed as a disease entity. As developed in 
preceding paragraphs, the causes of anemia are legion, 
and therefore there is no panacea of therapy. 

In order to adequately treat any given patient the 
basic pathologic physiology must be clearly under- 
stood to prescribe the best treatment. The therapeutic 
use of preparations containing a wide range of essential 
and nonessential substances in patients not adequately 
studied may be condemned as being expensive, useless 
and confusing. In fact their use in certain types of 
anemia (i.e., primary pernicious anemia) may even be 
harmful. There is no therapeutic agent that can re- 
place a careful, thoughtful physician in the treatment 
of anemias. More anemias are cured by correcting the 
basic pathologic physiology than by any expensive 
hematinic barrage. 
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Tips from Other Journa s 


Homosexuality 


In appreEssinc the California Academy of General 
Practice last October, Reider stated that the problem 
of homosexuality is more extensive than is ordinarily 
supposed. He quoted the Kinsey data to the effect 
that about a third of white males between adolescence 
and old age have had some type of homosexual con- 
tact to the point of orgasm, but only 4 or 5 per cent are 
exclusively homosexual. If other subtler manifestations 
of homosexuality are accepted in a definition of that 
state, then it is certainly more prevalent among men 
than the Kinsey figures would indicate. Reider takes 
the viewpoint that psychologically we are not wholly 
one sex or the other. 

The author emphasizes that homosexuality itself 
may be less harmful to a person than the fear of homo- 
sexuality. That is to say the patient really fears some 
dissolution of his psychic apparatus or of his integrity 
as a person, and he picks on homosexuality as a first 
sign of dissolution. Indeed, such fears may constitute 
the first sign of a schizophrenic break. In this sense, 
homosexuality is symptomatic, just as alcoholism is 
sometimes symptomatic of a much more important 
underlying emotional illness. In the case of homo- 
sexuality, public attitudes play a large part. Thus, the 
homosexual person continues to be the object of ex- 
traordinary punishment or the butt of derisive jokes 
and contempt. 

Reider believes that there are more recoveries from 
homosexual conflicts than are brought to light in 
medical experience. He has little trust in reports that 
administration of androgens is helpful in the manage- 
ment of homosexuality, although he does advance the 
thought that such therapy sometimes helps by sug- 
gestion. For the general physician, Reider advocates 
nothing more than minor psychiatry in the manage- 
ment of homosexual patients. He urges that the physi- 
cian discard judgmental attitudes and gain his under- 
standing from medical psychology and not from the 
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statute books. He warns against attempts to explore 
the patient’s psyche deeply. For that purpose, ex- 
perienced psychiatric help is advised. (California Med., 
86: 381, 1957.) 


Decompression Sickness 


JOHNSON presents a case of a 37-year-old man whose 
hobby of skin diving produced serious involvement 
of the spinal cord at the level of the tenth thoracic 
vertebra. The report clearly proves that amateur 
divers are not familiar with the dangers of decompres- 
sion sickness, and emphasizes that physicians, gener- 
ally, need to understand this disorder, particularly if 
they practice in coastal or lake regions. 

The patient had made four dives for the purpose of 
spearing fish. He had a cumulative bottom time of 80 
minutes at 90 feet. He should have undergone de- 
compression by surfacing slowly over a period of 56 
minutes, with stops at specified levels. Instead, after 
his fourth dive, he surfaced in about one minute. Soon 
thereafter, he developed neurologic complaints in- 
dicative of serious involvement of the spinal cord. This 
was ascribed eventually to bubble formation in the cord 
with damage simulating a partial cord transection. 
However, mainly because of ignorance on the part of 
the patient concerning the significance of his symp- 
toms, there was a delay of about ten hours before he 
arrived at a Navy installation for treatment in a re- 
compression chamber. Consequently, he was left with 
some residual paralysis of the lower extremities. 

Prevention of this kind of accident requires the fol- 
lowing measures: (1) education of the public regarding 
the risks of decompression sickness in amateur divers; 
(2) education of physicians about the symptoms and 
signs of decompression sickness, and a familiarity on 
the part of physicians with the location of the nearest 
recompression chamber; (3) prompt treatment of de- 
compression sickness. (Wew England J. Med., 256: 
1138, 1957.) 
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Uricolytic Activity of Uricase 


RecenTy, there have been reports of methods for 
preparation of highly purified uricase, an enzyme 
that converts uric acid to allantoin. London and 
Hudson have cautiously administered the enzyme to 
two humans and have confirmed that it does indeed 
have a capacity for reducing the serum uric acid. 
They expressed the hope that uricase may prove to 
be a helpful adjunct in the treatment of gout and 
other disorders in which it may be necessary to clear 
the blood of high uric acid concentration. They 
cited the potential need for a means of removal of 
excess uric acid that accumulates from the nuclear 
breakdown of malignant cells after chemotherapy or 
radiotherapy of malignant tumors. (Science, 125: 937, 
1957.) 


Antibodies on Demand 


CAMPBELL, SARWAR AND PETERSEN ascribe a new func- 
tion to the mammary gland—the formation and prompt 
delivery to the suckling animal of antibodies for which 
it has a specific need. They have shown that bacteria 
in a calf’s mouth are drawn up through the teat during 
the act of suckling. The breast promptly forms anti- 
bodies against these bacteria, and the antibodies are 
delivered with milk during the next act of suckling. 

The authors believe that these observations have a 
practical importance for human infants. They propose 
that this “‘diathelic immunization” is one explanation 
for the definite advantage in breast feeding with re- 
gard to infection and mortality. 

These findings suggest that the mammary gland is 
a part of the bodily economy of the infant. In this 
way, the immunity-producing tissues of the offspring 
are greatly augmented. Indeed, the authors state 
that * ... the origin and evolutionary survival value 
of the milk-producing organ of mammals may depend 
primarily on its protective action in disease rather 
than on its function in the nourishment of the young.” 


(Science, 125: 932, 1957.) 


Erythropoietic Effect of Cobalt 


INCREASING ATTENTION is being given to the influence 
of a plasma factor, erythropoietin, in the control of 
erythropoiesis. It is known that this factor is present 
in increased amounts in the blood of patients having 
anemia from any one of various causes. 

At the time that cobalt was first studied for its 
erythropoietic properties, it was suggested that cobalt 
exerted its effect by making the bone marrow anoxic. 
That thought is no longer tenable. Recently, Gold- 
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wasser and associates have shown that plasma con- 
taining cobalt has properties similar to plasma in 
which there is an increased amount of erythropoietin. 
The authors’ studies do not contain conclusive evi- 
dence that the material in cobalt plasma is identical 
with that in anemic plasma, but they do suggest that 
both types of plasma contain erythropoietic factors 
with grossly similar properties. (Science, 125: 1085, 
1957.) 


Dialysis of Bromide 


WHEN patients with bromide poisoning are treated by 
use of an artificial kidney, the clinical response may be 
delayed many hours. Thus, although the blood bromide 
level may be rapidly reduced, cloudy sensorium and 
psychosis may persist for a day. 

In a preliminary report, Schreiner and Berman 
describe a patient first seen with a blood bromide 
level of 43 mEgq./l. This is a lethal concentration. 
The cerebrospinal fluid level was 33 mEq./l. Four 
hours of dialysis resulted in the removal of 475 mEq. 
of bromide. CSF/serum values in mEq. of bromide 
were as shown in the table below. 

It appeared that diffusion of bromide from spinal 
fluid to blood was delayed. The patient did not become 
completely lucid until 27 hours after dialysis when 
blood and spinal fluid bromide levels equilibrated. 
(Clin. Research Proc., 5:233, 1957.) 


Serum * — — * 


x CSF 


10 


Graph showing bromide levels at various times during hemodialysis 
in the patient reported by Schreiner and Berman. Delayed clinical re- 
sponse may be explained by delayed diffusion of bromide from the 
spinal fluid. 
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Chemical Protection Against X-Radiation 


PREVIOUS INVESTIGATIONS have shown that beta-amino- 
ethylisothiuronium . Br . HBr (AET) affords a remark- 
able degree of protection of mice against x-radia- 
tion death. Thus, when the drug was given prior to 
x-radiation, there was 100 per cent survival at 30 
days against a dose of whole body x-radiation that is 
100 per cent lethal in untreated mice. 

Crouch and Overman have now extended these 
studies to primates. In their preliminary report, they 
have provided evidence that AET has an equivalent 
protective effect against whole body x-radiation ad- 
ministered to monkeys. They are continuing to study 
the drug, both with regard to toxicity and radio- 
protective ability. (Science, 125: 1092, 1957.) 


Calcified Appendiceal Enteroliths 


ENTEROLITHS of the appendix originate as inspissated 
concretions of fecal material. If the size of the fecalith 
or the motility of the appendix is such that the fecalith 
remains in position for an extended period of time, 
calcium may be deposited on its surface. Stasis, 
particularly with bacterial infection, increases the like- 
lihood of calcium deposition. 

Brady and Carroll demonstrated calcified appendi- 
ceal enteroliths by x-ray examination in 34 patients. In 
most of the patients, the symptoms and physical 
findings were such that acute appendicitis was the 
obvious preoperative diagnosis. In a few, however, the 
symptoms and signs were more difficult to interpret, 
and the radiologic demonstration of a calcified entero- 
lith contributed significantly to the differential diag- 
nosis, 

The authors’ study indicates that the incidence of 
perforation is greatly increased by the presence of a 
calcified appendiceal enterolith. Thus, 32 of the series 
of 34 had perforation of the appendix, the only excep- 
tions being a case in which prophylactic appendectomy 
was performed and one in which there was a gangre- 
nous appendix without perforation. The authors sug- 
gest the need for a prophylactic appendectomy in 
most cases where a calcified appendiceal enterolith is 
demonstrated, even in the absence of abdominal 
symptoms. (Radiology, 68: 648, 1957.) 


Esophageal Ulcer 


TWENTY-THREE PATIENTS with primary esophageal ulcer 
were studied and observed by Palmer for varying 
periods during and following treatment by conserva- 
tive medical measures. The term “primary” as applied 
to this lesion indicates that no corrosive agent, foreign 
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body, tumor, specific infectious agent, or extrins:c 
pressure is active in etiology and that the ulcer is nit 
associated with uremia, skin burns or brain injury. it 
does not exclude ulcers associated with hiatus hernia. 
Sixteen of the 23 patients had one or more associat d 
gastrointestinal diseases. The most common of these 
associated diseases were gastroduodenal ulcer, hiatus 
hernia and subacute erosive esophagitis. 

The single commonest complaint attributed to eso- 
phageal ulcer was pain, felt deep beneath the lower 
part of the sternum. Painful swallowing, obstructed 
swallowing, weight loss and bleeding were also noted. 
Esophagoscopic examination was by far the most 
effective means of establishing the diagnosis. On the 
other hand, an actual crater could be demonstrated 
roentgenologically in only seven instances. In nine, the 
radiologist believed there were indirect signs of 
esophageal ulcer, and in the other seven, he did not 
suspect the diagnosis. 

Treatment of all patients was based upon oral 
bismuth subcarbonate and periodic esophageal dila- 
tations. In addition, all but one of the patients with 
gastric or duodenal ulcer were treated by prolonged 
interview therapy. 

Bismuth subcarbonate was given in 2-Gm. doses 
made into a heavy paste with water and taken one-half 
hour after each meal and at bed time. It was prescribed 
over a period which averaged about three months. 
Bismuth subcarbonate is an efficient astringent and 
probably for that reason proves remarkably effective in 
the treatment of esophageal erosions and ulcers. 

For patients who had not developed stricture, 
esophageal dilatations were carried out on an average 
of about twice a week during the first month of treat- 
ment. Dilatation was done daily as long as the individual 
problem demanded, for those patients whose ulcer 
was complicated by stricture. There appears to be no 
danger of initiating hemorrhage or any other complica- 
tion through dilatation, and it offers good prophy- 
laxis for the time being against stricture formation. 

All of the ulcers were followed to proved healing, 
and this required a period which averaged about four 
weeks. Nine patients lost their symptoms quickly and 
had no recurrence. In nine others, the results were 
only fairly good because symptoms recurred for a few 
weeks after ulcer healing. In five patients, the results 
were poor because symptoms continued. These were 
ascribed to persisting disturbances of esophageal 
motility. 

Three of the five patients who responded poorly 
showed electrocardiographic evidence of pericarditis 
without other signs of heart disease, as the treatment 
progressed. Presumably, periulcerous fibrosis, possibly 
aggravated by local penetration, had reached the peri- 
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cardium with a certain degree of inflammatory irrita- 
tion. 
By both endoscopic and radiologic criteria, the ob- 
jective results of treatment were good in all patients. 
The author emphasizes that complications are a conse- 
quence of therapeutic neglect. The main late complica- 
tion of healing—stricture formation—can be prevented 
if dilatations are made part of the treatment. (Arch. ae 


Int. Med., 99: 695, 1957.) 


Corneal Grafting and Antigens 


OrreN, a technically successful, clear corneal graft is Patients under SO 

followed by late clouding. Since the breakdown of skin 
| homotransplants is frequently produced by an im- 

munologic reaction between the recipient and donor 
’ tissues, extensive studies have been made of the anti- 
genicity of the human cornea. 

Nelken and his colleagues have described in detail 
the methods by which they have demonstrated the 
: existence of A and B antigens in the human cornea— 

corresponding to these antigens in the red blood cells. 

Comparative studies indicated that corneal homo- 

transplants are more antigenic than skin homotrans- 
plants. 


f The authors also found anti-A and anti-B antibodies Patients over 50 
| in the aqueous humor in individuals with high serum 
‘ titers. They suggest that these antibodies may react 


even if the graft does not become vascularized. (J. Lab. patients treated surgically for bleeding peptic ulcer. 


& Clin. Med., 49:745, 1957.) 


: Surgical Treatment of Bleeding Peptic Ulcer 
al Durinc the period 1947-1955, Stewart, Cosgriff and 
or Gray have used immediate blood replacement and 
0 early gastric resection in patients with massively bleed- 
a- ing peptic ulcer. Criteria for treatment were: (1) gross 
y- bleeding into the gastrointestinal tract within a week, 
(2) a measured total red blood cell mass of less than 
g, 60 per cent of normal, and (3) reasonably good clinical 
ur evidence for the diagnosis. 
id The average age of the 193 consecutive patients 
re treated under this program was 57.2 years, and 128 Peptic ulcer 172 cases 
Ww patients were over 50 years old. The postoperative 
Its mortality rate was considerably higher in patients over 
re 50, chiefly because of a higher prevalence of complicat- 
-al ing cardiovascular disorders (Figure 1). The authors Figure 2. Causes for bleeding in 215 patients having a preoperative 
had no basis for comparing their method of treatment — ““48"08%5 of bleeding peptic ulcer. 
rly with a program using adequate supportive therapy 
tis without operation. during the course of the series, and there were some 
nt Although one of the criteria for operation was cases in which the site of bleeding was not satisfactorily 
bly “reasonably good clinical evidence for the diagnosis” determined at operation (Figure 2). (Surg., Gynec. e& 
ri- of peptic ulcer, there were some errors in diagnosis — Obst., 103:409, 1956.) eid 
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Bleeding Esophageal Varices 


THE PROBLEM of bleeding esophageal varices due to 
cirrhosis of the liver has been posed by Welch. The 
effect on the patient is serious, due to the actual hemor- 
rhage and to the accumulation of blood in the gastro- 
intestinal tract, with a resulting high value for blood 
ammonia. 

Welch has a plan of treatment which he calls his 
three-point program, as follows: (1) stopping of hem- 
orrhage by tamponade, (2) evacuation of blood from 
the gastrointestinal tract by enemas and physics, and 
(3) repair and detoxification of the patient. 

The Sengstaken-Blakemore tube tamponade method 
is employed early in the course of hemorrhage. In the 
second phase of treatment, efforts are made to evacuate 
the blood from the bowel since that is the source of 
the blood ammonia. This is done by feeding milk of 
magnesia through the tube into the stomach and by the 
use of enemas. The third phase of treatment (repair 
and detoxification) would come under the’ general 
heading of support, and involves the use of blood, 
plasma, vitamins, fluid and electrolytes. Every effort 
should be made to limit the sodium intake when there 
is evidence of water retention. 

As far as blood ammonia is concerned, an effort 
should be made to keep it as low as possible, and 100 
mcg. is considered the top value. Continued elevation 
in the blood ammonia indicates poor liver function and 
will result in coma. Specific treatment to reduce the 
blood ammonia includes intravenous infusion of 20 
grams of sodium glutamate in one liter of 5 per cent 
dextrose and water. Other measures, such as the arti- 
ficial kidney and dialysis by other means, have been 
employed. 

Stopping the hemorrhage of course is the most impor- 
tant component of treatment, and if tamponade is 
efficient, then the source of the abnormal ammonia 
production is cut off. If the liver function itself is re- 
duced due to the cirrhosis, then both the hemorrhage 
and the liver failure are extremely bad prognostic 
signs. 

The results with this three-point program have not 
been as favorable in reducing the mortality as the 
author had hoped. However, patients have been kept 
alive much longer by these medical measures. 

Ligation of the varices should be considered if 
bleeding continues. The author now favors ligation of 
varices by the transabdominal approach but notes that 
bleeding will recur several weeks later in some patients. 
In order to effect a more permanent control, a porta- 
caval shunt is advocated. The sequence of treatment 
would be to try the tamponade and other medical 
measures, to be followed in 24 to 72 hours by ligation. 
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The transabdominal route versus the thoracic ip- 
proach offers more because the stomach and duodenim 
can be inspected and the diagnosis will be more :c- 
curate. If there are ulcers in these areas, the proper 
operation can be done. 

The results that have been presented by Welch 
show that his present mortality rate is 59 per cent in 
44 patients, but in the last 15 patients, the mortality 
rate has dropped to 39 per cent. (Surgery, 41: 1029, 
1957.) 


Catecholamines in Mental Disorders 


NEUROTIC AND PSYCHOTIC PATIENTS exhibiting fear or 
anxiety often show physiologic changes resembling 
those that follow injections of epinephrine and nor- 
epinephrine. Sulkowitch and his colleagues measured 
the 24-hour urine excretion of catecholamines— 
“epinephrines”—in 45 controls and 17 patients with 
various psychiatric disorders. In 14 of the patients, 
levels were far in excess of those found in normal 
individuals—up to 1,184 gamma per day (normal 20). 
Most values were within the range of those found in 
cases of pheochromocytoma. 

The authors cannot answer the question why physio- 
logic and biochemical abnormalities are observed 
less frequently in this group than in patients with 
pheochromocytomas. One factor may be the increased 
rate of oxidation of epinephrine commonly found in 
schizophrenia. (Proc. Soc. Exper. Biol. ¢ Med., 95:245, 
1957.) 


Deaf-Mutism and Sudden Death 


Jervett Lance-Nietsen of Norway report the 
syndrome of deaf-mutism and electrocardiographic 
abnormalities occurring in four children in a family 
of six. No signs of heart disease were found by physical 
or roentgenographic examination, but pronounced 
prolongation of the Q-T interval was present in each 
case. Each of the four children suffered attacks of 
faintness, probably Adams-Stokes seizures. Three of 
the deaf-mute children died suddenly at ages of 4, 
5 and 9. 

None of the known causes of Q-T interval prolonga- 
tion could be demonstrated—electrolyte and metabolic 
studies were normal. The authors consider that this 
interesting condition is a rare congenital metabolic 
defect of the myocardium. (Am. Heart J., 54:59, 1957.) 


Control of Anticoagulant Therapy 


WHEN ANTICOAGULANT THERAPY entails the use of 
Dicumarol or another drug that has a similar influence 
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upon the prothrombin time, dosages are based upon 
repeated measurements of the prothrombin time. The 
object is to keep the prothrombin time at a level that is 
thought to indicate an antithrombosing influence, at 
the same time avoiding the risk of hemorrhage. Various 
levels have been advocated. 

In Cosgriff’s experience, a proper antithrombosing 
influence is achieved when the prothrombin time is 22 
seconds or more (normal, 15 seconds). However, he 
notes that risk of hemorrhagic complications is mainly 
associated with prothrombin time levels above 35 sec- 
onds. 

Cosgriff therefore uses 22 to 35 seconds as the 
desired range for the prothrombin time values in 
patients receiving anticoagulant therapy. 

In order to minimize the danger of hemorrhage, 
Cosgriff proposes that when the prothrombin time 
exceeds 35 seconds, the anticoagulant effect should be 
“damped” with vitamin K;. He has found that oral 
administration of the vitamin in tablet form is effective 


for this purpose. 


The usual dose is between 2.5 mg. and 15 mg. This 
may be expected to restore an excessively prolonged 
prothrombin time to the safe range within 12 hours in 
about 85 per cent of patients, and within 24 hours in 
practically all patients. The pattern of the effect is 
more closely analyzed for six patients in the diagram 
below. 

Selection of a dose in an individual patient is in- 
fluenced by (1) the height of the prothrombin time; 
(2) the rate at which the prothrombin time is becoming 
prolonged; (3) the state of vitamin K stores as judged 
by factors of general health, liver status, state of nutri- 
tion and recent use of oral antibiotics; and (4) the 
amount of and the time of administration of the last 
dose of anticoagulant medication. 

In some instances, the oral administration of vitamin 
K, brings the prothrombin time below 22 seconds. 
When this happens, Cosgriff prescribes heparin until 
such time as the proper effect of Dicumarol is again 
apparent (prothrombin time between 22 and 35 sec- 
onds). (Ann. Int. Med., 45:14, 1956.) 


Sofe maximum level 


Administration of 5-10 mg. Vitamin K, 


Prothrombin time 


Pattern of response of prothrombin time to a single oral dose of vitamin K, in six patients in 
whom anticoagulant therapy had carried the prothrombin time above the maximum safe level. 
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Novobiocin for Streptococcal Infections 


BreEsE, Disney TaLpey used novobiocin in 23 
children and one adult infected with beta-hemolytic 
streptococci. The authors were not impressed by the 
therapeutic efficacy of the drug. Certainly the effects 
were rarely so dramatic as those that result either from 
penicillin or from the tetracycline group of antibiotics 
used in the therapy of this type of infection. Further- 
more, more than 50 per cent of the cultures continued 
to show streptococci while the patient was under 
therapy. Skin eruptions occurred in 16 of the 24 pa- 
tients (67 per cent). Thus in spite of in-vitro sensi- 
tivity of beta-hemolytic streptococci to novobiocin, 
the results of this study would indicate that this anti- 
biotic should not be recommended for the therapy 
of this infection in children. (Antibiot. Med. ¢ Clin. 
Therapy, 4: 347, 1957.) 


Steroids in Infectious Diseases 


HERRELL points out that the role of cortisone and 
related compounds in the treatment of infectious dis- 
eases is somewhat controversial at the present time. 
A review of the literature reveals experimental as well 
as clinical reports that are quite contradictory. There 
is no evidence to suggest that cortisone or related com- 
pounds have any antimicrobial action. The steroids 
can neither prevent nor control bacterial infections. 
When used judiciously with antimicrobial agents, they 
may at times be helpful and even lifesaving. 

There is no place for the use of steroids in the treat- 
ment of mild or moderately severe infections of bac- 
terial origin. However, all available evidence indicates 
that steroids combined with antibiotics are of con- 
siderable value in the treatment of overwhelming 
infections, such as meningococcemia (Waterhouse- 
Friderichsen syndrome). Steroids should also be used 
in the treatment of overwhelming sepsis in elderly and 
debilitated patients. They are also of value when com- 
bined with antibiotics in the treatment of tuberculous 
meningitis. There is good evidence that the use of 
either cortisone or ACTH materially aids in preventing 
adhesions and spinal block, which are common com- 
plications of tuberculous meningitis. The steroids are 
also of value in combating toxemia and debility during 
the early stages of severe typhoid fever and brucellosis. 
Steroids, combined with antibiotics, antiserum and 
penicillin, are of real value in the treatment of patients 
with severe tetanus. 

Among the viral diseases, there is some evidence that 
steroids have a beneficial effect in the treatment of 
cases of severe infectious hepatitis. Their use was fol- 
lowed by a more rapid clearing of jaundice, a more 
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rapid return of appetite, resulting in a greater gain of 
weight. It is not recommended that steroids be e 11- 
ployed routinely for hepatitis, but their use is indicat«d 
in patients who do not respond to conventional tre.t- 
ment. There are also some reports that cortisone aid 
ACTH are of considerable value in the treatment of 
severe and extensive herpes zoster. Severe orchitis, 
complicating mumps, has been reported to subsicle 
promptly following the administration of the steroids. 

Trichinosis is the only disease of parasitic origin in 
which excellent therapeutic responses have followed 
the use of ACTH or cortisone. Experimental and 
clinical studies suggest that the use of cortisone and 
related compounds is clearly contraindicated in the 
presence of fungal infections. 

Perhaps the greatest value of ACTH and the corti- 
costeroids is in the management of severe reactions 
resulting from hypersensitivity to the chemotherapeutic 
and antibiotic agents so essential in the treatment of 
infectious diseases. Among these reactions are severe 
urticaria, serum sickness, toxic dermatitis, polyarthritis, 
polyarteritis, bone marrow depression, purpura and 
anaphylactic shock. (Antibiot. Med. e& Clin. Therapy, 
4: 297, 1957.) 


Bacterial Shock 


THIRTY-EIGHT CasEs of bacteremia, accompanied by 
peripheral vascular collapse, were studied by Ezzo 
and Knight. Twenty-three of these cases were due 
to Gram-negative bacilli and 14 cases to Gram-positive 
cocci, one case being due to a mixed infection. Most 
patients had signs and symptoms of acute infections 
in various organs such as lungs, genitourinary tract and 
biliary tract, and the bacteremia was believed to be 
secondary to these foci. However, in ten cases, no 
obvious focus of infection could be found. 

Sixteen patients were flushed and most of the other 
22 were cold and clammy. There is no apparent dif- 
ference in an organism’s ability to produce one or the 
other picture, as this probably depends upon the 
susceptibility of the host. 

Thirteen of the 14 women had foci of severe infec- 
tions, mostly in the genitourinary tract, which gave 
rise to the bacteremias, and all of these patients died. 
In contrast to this, 13 of the 24 male patients had no 
apparent site of entry. Ten of these 13 survived. 

Blood, fluids, and electrolytes generally failed to 
have noticeable effect and the only vasopressor agent 
that gave satisfactory results was levarterenol. Of the 13 
survivors in this study, eight received steroid therapy. 
The authors were unable to decide whether steroid 
therapy exerted any beneficial effects. (Arch. Int. Med., 
99: 701, 1957.) 
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Suspended Heart Syndrome 


SOMETIMES patients complain of chest pain not typical 
of cardiac pain. When S-T segment depression is also - 
noted, the diagnosis is confused. % 
Evans and Lloyd-Thomas studied 13 such patients. L 
Each had chest pain that differed from true cardiac pain 
in one or several characteristics. Yet each electrocardio- L 
graphic tracing showed variable S-T segment depres- [ 
sions, often resembling those seen in myocardial [ 
infarction involving the lateral and posterior-inferior [ 
portion of the left ventricle. c 
The roentgenographic examination of the heart r 
showed characteristics common to all. In the anterior 
view, the heart was normal to casual examination. 
However, during deep inspiration, the left cardio- 


Diagrams of left anterior oblique (left) and posteroanterior (right) chest 
roentgenograms in a case of “suspended heart” syndrome. Arrows in- 
dicate separation of heart and diaphragm with prominence of inferior 
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phrenic angle moved medially and became narrow (see 
diagram at the right). On the right side, the inferior 
vena cava could be seen traversing the widened gulf 
between the right atrium and the diaphragm. In the 
oblique views, as shown in the diagram at the right, 
the heart and diaphragm became very widely separated 
during deep inspiration. The inferior vena cava became 
quite prominent. 

The authors term these characteristic electrocardio- 
graphic and roentgenographic findings the suspended 
heart. The peculiar stance of the heart within the 
thorax is considered the explanation for the electro- 
cardiographic findings. Recognition of this syndrome 
may prevent the erroneous diagnosis of coronary artery 
disease. (Brit. Heart J., 19:153, 1957.) 


Menopause and Myocardial Infarction 


Sprrzer and his colleagues reviewed the autopsy records 
of 500 patients (334 men, 166 women) who died with 
acute myocardial infarction. The age of menopause was 
known from the clinical histories of 80 women, 16 of 
whom were less than 53 years old at the time of death. 
These patients were compared with a group of 27 con- 
trols—women more than 36 years old who died within 
one month after a craniotomy for primary brain disease. 
Thirteen of these patients were less than 53 years old. 

Of patients less than 53 years old, 14 of the 16 (87 
per cent) with myocardial infarction had reached meno- 
pause. Six of the 13 controls (46 per cent) had reached 
menopause. The ages of the patients in both groups 
were precisely comparable. 

Inu patients over 53, there were no differences be- 
tween the groups in age at which menopause had oc- 
curred, 

Despite certain dissimilarities between the groups, 
careful analysis seemed to indicate that young women 
whe die with myocardial infarction usually have had 
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vena cava. 


an early menopause. These data support those investi- 
gations that have established a relationship between 


sex hormonal factors and coronary artery disease. 
(Am. Heart J., 53:805, 1957.) 


Respiratory Infection in Congenital Heart Disease 


ALTHOUGH SOME WRITERS have recognized an increased 
incidence of respiratory complications in congenital 
heart disease, their frequency has not been emphasized. 
Maxwell analyzed 173 consecutive cases of congenital 
heart disease in this regard, and made several in- 
teresting observations. 

When all types of respiratory infections except 
coryza were included, a high incidence was found in 
lesions causing intracardiac shunts or restriction of 
pulmonary blood flow. Pure pulmonary stenosis, how- 
ever, was an exception in that no such infections oc- 
curred in the eight cases with this lesion. Tetralogy, 
transposition of the great vessels and septal defects 
were all complicated by respiratory infections in well 
over 50 per cent of cases. 

Respiratory infections were the leading parental 
complaint in 20 per cent of cases of tetralogy and atrial 
septal defect. Parents were frequently more impressed 
with fever and cough than with dyspnea and cyanosis. 

An ordinary “cold” frequently progresses to definite 
bronchitis. This aggravates or precipitates cyanosis. 
Consolidation often develops. The first attacks occur 
often in early infancy, and may occur so frequently as 
to appear continuous. Aside from often leading to the 
discovery of heart disease, complications of these in- 
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fections include cyanosis, severe dyspnea, heart failure 
and syncope. 

Prophylaxis includes immunization against per- 
tussis, and protection against measles if exposure is 
suspected. Although lacking the specificity of strepto- 
coccal prophylaxis in rheumatic fever, penicillin, as 
used in rheumatic fever, has been advised. In the stage 
of fever and bronchospasm, management is similar to 
that in patients without heart disease. Infants and 
children should be observed for pathologic weight 
gain or other signs of heart failure that may develop 
rapidly. 

Careful analysis of all cases indicates only that these 
complications are related to abnormal pulmonary blood 
flow—either increased or restricted. (Am. Heart J., 


53 :829, 1957.) 


Air Studies in Tuberculous Meningitis 


THE SURVIVAL RATE in tuberculous meningitis is now 
between 60 and 95 per cent. Neurologic sequelae are 
common and may be related to vascular disease, 
necrosis and intracranial calcification, or disturbed dy- 
namics in the cerebrospinal fluid circulation. Hydro- 
cephalus may occur asymptomatically and at any stage 
of the disease, even during clinical improvement. 

Sifontes and his colleagues report on the use of 
pneumoencephalography for diagnosis and prognosis 
in this disease. During the early phase of the disease, 
there is distention of the cisterns and cerebral sulci. 
These favor good filling with air. Patency of the basilar 
cisterns indicates a good prognosis. Secondary hydro- 
cephalus occurs when exudate is formed heavily in the 
basilar cisterns. The study suggests that most patients 
with normal ventricular patterns do well. Abnormal 
patterns are indicative of a very poor prognosis. Most 
of the surviving patients will have residual neurologic 
or mental defects. 

The authors recommend pneumoencephalography 
in every case where the progress is unsatisfactory. It is 
of great importance in evaluating the underlying 
process and suggesting modifications in therapy. (J. 
Pediat., 50:695, 1957.) 


Pancreatitis and Hyperparathyroidism 


Corr, Cutver, MIxTER AND Marni reported two cases 
of pancreatitis and hyperparathyroidism. Since pri- 
mary hyperparathyroidism is often hard to diagnose, 
it is important to get as many aids to diagnosis as 
possible. Complications such as bone demineralization 
and cyst formation, renal stone, peptic ulcer and pan- 
creatitis often are aids in diagnosis. 

In one of the authors’ patients, hyperparathyroidism 


140 


was known to have existed and was caused by a para- 
thyroid carcinoma, which recurred and was reoperaicd 
upon on two occasions. While in the hospital ai a 
later time, abdominal pain, nausea and vomiting <e- 
veloped, and the patient later died of hemorrhagic 
pancreatitis. At autopsy, parathyroid metastases were 
found in the liver. A parathyroid adenoma on the right 
side was found in addition to the carcinoma. The in- 
ference was that this patient had had acute low-grade 
pancreatitis for at least two months before death. 

In the second case, the presenting symptoms were 
abdominal, and acute pancreatitis was found. Unex- 
pectedly, in this patient, the serum calcium was 14.4 
mg. Later, exploration was done and typical adenoma 
was found in a parathyroid gland. Immediately after 
removal of this adenoma, the distorted metabolism of 
the pancreas returned to normal, and there was a three- 
year follow-up without symptoms suggestive of pan- 
creatitis. The conclusion was that this patient had hy- 
perparathyroidism and as a result developed pancreati- 
tis which was relieved upon removal of the adenoma. 

The authors postulated that overacitivity of the 
parathyroid gland initiates pancreatitis, although they 
did not discount the possibility of the reverse situation. 
The absence of pancreatic calcification in more patients 
with hyperparathyroidism cannot be explained except 
that difficulties in roentgen technique might have en- 
tered in. Areas of focal necrosis have been demonstrated 
in the pancreas as a result of overdosage with the para- 
thyroid hormone, and it is thought that this necrosis 
might be an initiating factor in the development of 
acute pancreatitis. 

In long-standing, relapsing pancreatitis with or with- 
out stones, it is well known that calcium levels are 
frequently depressed. This may be the result of fatty 
diarrhea and failure of absorption of fat-soluble vita- 
min D. However, the calcium level may also be low in 
acute pancreatitis, and the calcium level should not be 
taken as an indicator of the severity of the pancreatitis. 


(Ann. Surg., 145:857, 1957.) 


Value of Transaminase Determinations 


Krause and his associates cite some of the clinical 
conditions in which determination of the serum 
transaminase has been of special value for indicating 
the presence or absence of acute myocardial infarction. 
The determination of the level of transaminase activity 
should not be used to replace, but to supplement the 
electrocardiogram. It is of value when the diagnosis of 
acute myocardial infarction is suspected clinically but 
cannot be confirmed electrocardiographically. Tus 
situation may arise when a history suggestive of an 
acute myocardial infarct is obtained, and the electro- 
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cardiogram is recorded too early for changes to have 
appeared. On the other hand, the electrocardiogram, 
though abnormal, may not be diagnostic of recent 
myocardial injury but exhibits equivecal changes 
usually consisting of minor ST deviations or T wave 
inversions. 

Severe chest pain, particularly that following an 
operative procedure, will raise the question of a dif- 
ferential diagnosis between acute pulmonary embolism 
and acute myocardial infarction, and neither the elec- 
trocardiogram nor the chest x-ray may be helpful in 
arriving at a decision. Not uncommonly an electrocar- 
diogram may show the pattern of left bundle branch 
block when acute myocardial infarction is suspected. 
Since conduction defects of this type can obscure 
the electrical signs of recent myocardial injury, other 
methods may be needed to establish the diagnosis of 
myocardial infarction. In all of these situations, an 
elevated transaminase level will clarify the issue and 
shift the evidence in favor of myocardial infarction. 
Serial determinations of the serum transaminase 
activity may also be of considerable value in assisting 
one to distinguish the electrocardiographic pattern of 
myocardial infarction from that of pericarditis or 
digitalis effect. 

The authors conclude that if serum transaminase 
levels are obtained early, and in a serial fashion follow- 
ing suspected myocardial infarction, a normal value is 
just as important in ruling out this diagnosis as an ele- 
vated value is in confirming it. (Dis. of Chest, 31: 512, 
1957.) 


Enzyme Studies in Neurologic Disease 


Havinc previously observed a definite relationship be- 
tween experimental cerebral infarction and the activity 
of glutamic-oxalacetic transaminase (GOT) and lactic 
dehydrogenase in cerebrospinal fluid, Fleisher and 
others extended their studies to humans with various 
lesions of the central nervous system. The authors’ 
observations are summarized in the table at the right. 


(Proc. Staff. Meet., Mayo Clin., 32:188, 1957.) 


Esophageal Disorders and Pulmonary Disease 


Because chronic pulmonary diseases may develop in 
patients who have an esophageal lesion that causes 
esophageal retention or transcardial reflux, Vivas and 
Palmer studied 100 patients with esophageal pathology 
in order to determine the incidence of chronic pulmo- 
nary disease. The mechanism of pulmonary involve- 
ment seems to be merely that of periodic unrecognized 
aspiration of material from the esophagus. Presumably, 
this is largely a nocturnal affair, or at least recumbency 
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favors movement of esophageal contents toward the 
pharynx. The tone of the cricopharyngeus muscle can 
be given credit for precluding the danger of massive 
aspiration. A special danger of Zenker’s diverticulum 
lies in the fact that this is a hypopharyngeal pouch 
with its stoma above the cricopharyngeus muscle. 
Chronic pulmonary disease was noted in 22 of the 
authors’ patients. Chronic bronchitis and recurrent 
pneumonia were the most frequent pulmonary dis- 
eases. Chronic pulmonary fibrosis, bronchiectasis, 
lung abscess, pneumothorax and empyema due to 
perforation were also noted. No correlation could be 
found between the type of esophageal disease and the 
specific types of secondary pulmonary complication. 


(Dis. of Chest, 31: 568, 1957.) 


Pulmonary Malignancy and Eosinophilia 


MAJUMDAR AND ZAHN report an instance of extreme 
eosinophilia in the peripheral blood and pleural fluid 
due to bronchogenic squamous cell carcinoma, with 
pleural metastases. Their review of the literature indi- 
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cates that the presence of eosinophilia may be a useful 
guide to prognosis, inasmuch as more than 90 per cent 
of patients with peripheral blood eosinophilia associ- 
ated with malignancy exhibited evidence of metastatic 
spread. 

The cause of the eosinophilia in patients with 
malignant lesions is not known. Previous writers have 
noted the presence of necrosis of tumor tissue in most 
of their cases. Others have suggested that the eosino- 
phil cells have their origin in the connective tissues 
surrounding the tumor. Still others have indicated 
that the eosinophilia is due to a vagal reflex. (Am. Rev. 
Tuberc., 75: 644, 1957.) 


Palmar and Plantar Nevi 


Van Scotr, RemnertsoON AND McCatt studied the 
frequency and character of pigmented nevi on the 
palms and soles of 735 individuals of various age 
groups, sexes and races. The study was in response to 
the thesis set forth by others that the large percen- 
tage of malignant melanomas occurring on the palms 
and soles would indicate that all nevi on these areas 
should be removed whether they are producing symp- 
toms or not. 

The gross incidence of the nevi on the palms and 
soles of these patients was found to be 26.5 per cent, 
and in 6.6 per cent, two or more nevi were present. 
There was little difference in distribution between 
the sexes and races, but more were found on the palms 
and soles of adults in the second and third decades 
than in the younger and older age groups. Forty-five 
of the lesions were excised and examined histologi- 
cally, and there was no correlation between the clinical 
diagnosis and the microscopic diagnosis. 

The authors concluded that routine prophylactic 
removal of pigmented nevi from the palms and soles is 
not warranted. For instance, everyone has some moles, 
and one-fourth of all people have one or more moles 
on the palms and soles. Therefore, prophylactic re- 
moval would be impractical. (Cancer, 10: 363, 1957.) 


Tracheostomy in the Burned Patient 


NELSON, PiLtspURY AND Bowers report their experi- 
ences with the use of tracheostomy in 64 of 1,000 
hospitalized burned patients. The indications for the 
operation were (1) respiratory embarrassment, (2) 
prophylaxis of obstruction by secretions, (3) respiratory 
tract irritation, (4) an aid to anesthesia, (5) a prophy- 
lactic measure in facial burns, and (6) associated in- 
juries. In general, there were two chief types of burn 
involvement for which tracheostomy was employed: 
(1) deep burns of the face and neck and (2) respiratory 
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tract damage from inhalation of irritating gase-. 

The authors emphasize that although tracheoston: 
is performed to prevent certain complications, tlic 
operation, itself, is likely to create new complic:- 
tions. Most of these can be prevented by proper after- 
care of a tracheostomy, including humidification of 
inspired air, careful, efficient aspiration of tracheo- 
bronchial secretions, and close attention to the cleanli- 
ness of the cannula. Serious difficulty is encountered 
when the cannula or tracheobronchial tree becomes 
blocked by crusted secretions. This can often be pre- 
vented by humidification of inspired air plus adminis- 
tration of agents that liquefy bronchial secretions. The 
authors urge that bronchoscopy should be performed 
promptly if crusting is not prevented by these meas- 
ures or relieved by proper aspiration. (Surg., Gynec. & 


Obst., 104: 163, 1957.) 


Primary Resection in Diverticulitis 


McCune and his coworkers reported their results in 
26 cases of diverticulitis of the colon, treated by resec- 
tion and primary anastomosis. There was no immediate 
mortality, but one patient died four months after oper- 
ation. Leakage from the suture line did not occur in 
any case. 

The authors recommended resection and primary 
anastomosis only in selected cases. They emphasized 
that in the treatment of this disease, there can be no 
compromise with good surgical principles. Obstruction 
must be treated by proximal colostomy. Perforation 
with generalized peritonitis requires drainage, usually 
with a temporary colostomy. If after antibiotic prepar- 
ation, the intestinal wall is still found to be inflamed 
or edematous, they stated that resection should be post- 
poned and, in most cases, a colostomy performed. 

In selected patients with diverticulitis, who have 
undergone several episodes of inflammation, with or 
without complications, resection of the involved area of 
the colon with primary anastomosis was advised. If 
this treatment is carried out before the disease becomes 
advanced, serious complications may be prevented. 
(Ann. Surg., 145:683, 1957.) 


Relief of Angina Following Myocardial Infarction 


MATIs AND SOLOMON REPORT a series of cases which 
illustrate that severe and often intractable angina 
pectoris may disappear following acute myocardial 
infarction. They suggest that compensatory collateral 
circulation developed during the period when angina 
pectoris was present. The collateral anastomoses act to 
lessen the effects of arterial narrowing when arterial 
occlusion occurs. The transformation of an ischemic 
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myocardial area into scar tissue may prevent the origin 
of painful stimuli. These facts explain the interesting 
medical paradox that myocardial infarction occasion- 
ally is a blessing in disguise when it causes the cessa- 
tion of anginal chest pain. (Dis. of Chest, 31 :622, 1957.) 


Staphylococcal Disease in Obstetrics 


RAVENHOLT AND LaVEcK have shown that the full scope 
of staphylococcal infections during the puerperium 
cannot be obtained by study of hospital records. Thus, 
a survey of the obstetrical service at a Seattle hospital 
disclosed that infections were prevalent, but that signs 
of disease usually appeared after mother and infant had 
left the hospital. 

The epidemiologic features were simple. Infants ac- 
quired staphylococcal infections while in the hospital. 
The sources were varied—sick infants, carriers among 
hospital personnel, contaminated nurseries. Mothers 
in turn were infected by their own infants. Because of 
the practice of early discharge of obstetric patients, 
evidences of infections were seldom a feature of the 
hospital course (see diagram at the right). For the 
hospital at which the investigation was conducted, 37 
per cent of infants and 13 per cent of mothers had a 
suppurative illness following discharge. 

The authors discussed the principles of a preventive 
program. Obviously the success of such a program 
would depend principally upon control measures in 
the hospital environment. (Am. J. Pub. Health, 46: 
1287, 1956.) 


Prognosis in Patients with Breast Cancer 


Rossins AND Bross studied the statistical data, with a 
long period of follow-up, in 1,634 women who had 
radical mastectomy for primary operable carcinoma 
at the Memorial Center in the years 1940-43. Their 
problem was to separate the cases according to delay 
before operation, the size of the lesion, and node in- 
volvement. 

Of the total group, 1,281 patients had sufficient 
data for analysis. Of these, more than half had ipsi- 
lateral lymph node involvement in the axillary region, 
and 94 patients had multiple primary lesions in the 
same breast. 

It was found that when there was short delay be- 
tween the onset of symptoms and the operation in 
patients with small lesions with no spread, the chances 
of survival for a five-year period were only slightly less 
than the ordinary life table probability. However, the 
Variations in the prognosis of patients with breast 
cancer from the three factors, (delay, size, and spread 
of tumor) accounted for 89 per cent of the total varia- 
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EPIDEMIOLOGIC FEATURES 
OF STAPHYLOCOCCAL DISEASE AMONG MOTHERS 


AND NEWBORN INFANTS 


Day 
1 Delivery 
3 
5 Discharge from hospital 
6 
7 
8 Onset of staphylococcal disease in infants: 
Mastitis 
Pyoderma 
10 Other: 
Conjunctivitis 
Parotitis 
Vaginitis 
12 Pneumonitis 
13 
14 Onset of staphylococcal disease in mothers: 
Mastitis 
is Pyoderma (including carbuncles) 
Genital infection 


tion in the subsequent course of cancer of the breast. 
Of these three, node involvement or spread of cancer, 
were found to be the most significant. 

The relationships of these variables have been shown 
to be significant in several ways. There was a definite 
correlation between the size of lesions and the length 
of delay; the longer the lesion had existed, the larger 
it was found to be. Also, there was a greater likelihood 
of finding lymph node involvement when the time in- 
terval was long. There was an interesting correlation 
between the increased risk of death, within a five-year 
period, and the size of the primary lesion. This re- 
lationship was linear in that there was a steady pro- 
gression of the fatality rate as the size of the lesion in- 
creased. The actual rate of growth could only be in- 
ferred, but there was some indication that the slower 
the lesion grew, the less malignant it was. 

Host reaction to any tumor is extremely important 
in rate of tumor growth, and this cannot be measured 
by any known test. However, there were many more 
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patients alive when their lesion was less than 2 cm. in 
diameter than when their lesion was larger at the time 
of operation. Those patients who waited one month 
or less before treatment from the time of onset had 50 
per cent less incidence of axillary involvement. 

Finally, the authors provided a table which with the 
proper data inserted, might give some indication of the 
prognosis when a person is first seen and when the 
operation of mastectomy is performed to determine 
lymph node spread into the axilla. Their data defi- 
nitely indicated, but of course could not prove, that 
delay in treatment of breast cancer is related to in- 
creased mortality, and that immediate treatment is 
essential. (Cancer, 10: 338, 1957.) 


Psychic Fatigue 


CLINICAL OBSERVATIONS by Kissin and coworkers on pa- 
tients with psychic fatigue led to the conclusion 
that this condition is characterized by disturbances 
in the endocrine as well as the autonomic nervous 
system. The authors sought a physiologic basis for 
the syndrome by means of tests of endocrine and 
autonomic function. 

There were indications that psychic fatigue has 
definite physiologic characteristics, notably vagotonia 
and panendocrine deficiency. The evidence for 
vagotonia included increased glucose tolerance and ex- 
aggerated slowing of the pulse rate in response to deep 
inspiration. Also there was some underactivity of the 
sympathetic nervous system as shown by a sub- 
standard response of the blood pressure to the cold 
pressor test. The evidence for panendocrine de- 
ficiency was drawn from data of tests of pituitary, 
thyroid, adrenal and gonadal function. 

The authors expressed the opinion that the specific 
area implicated by their results is the hypothalamus. 
They did not imply that there is organic disease of the 
hypothalamus in patients with psychic fatigue. Rather, 
they specified ‘ta functional imbalance in the over-all 
activity of that brain center.” Presumably the im- 
balance results from a combination of constitutional 
tendencies and specific psychosomatic mechanisms. 
(Ann. Int. Med., 46: 274, 1957.) 


Plasma Erythropoietic Stimulating Factor 


PROTEIN-FREE EXTRACTS from the plasma of anemic 
subjects have been shown to have an erythropoietic 
stimulating effect. For example, when animals are 
made anemic experimentally, either by phenylhydra- 
zine or by repeated bleedings, their plasma contains 
a nonprotein substance that stimulates red blood cell 
production in a normal animal. 
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Linman and Bethell were interested in discoveriig 
whether or not this plasma erythropoietic stimu- 
lating factor has its origin in the bone marrow. in 
order to obtain such information, they caused rabbits 
to become anemic by administering phenylhydrazine 
and demonstrated that the rabbit plasma contained an 
erythropoietic stimulating factor in spite of the fact 
that the animals had previously received total body 
irradiation. The same factor was found in the plasina 
of rabbits made anemic by total body irradiation alone. 

It would appear that the erythropoietic stimulating 
factor is not produced by hemopoietic or other radio- 
sensitive tissues and that a regenerative marrow is not 
a requirement for its formation. Although the role of 
the stimulating factor in homeostasis is unknown, 
these studies suggest that it has an important part to 
play in the regulation of bone marrow activity. 


(Blood, 12: 123, 1957.) 


Pancreaticojejunostomy for Chronic Pancreatitis 


TWENTY-SIX PATIENTS with chronic pancreatitis were 
operated upon by Du Val. All patients had been having 
symptoms for four years or more before surgery. All 
had pain in the epigastrium, back or flank, which was 
periodic in the early stages and tended to be constant 
as the disease progressed. Weight loss of 10 pounds or 
more, floating stools, pancreatic calcification and dia- 
betes mellitus were observed in most of the patients. 
Failure of bicarbonate concentration to 90 mEq. /I. in 
pancreatic fluid after secretin administration was con- 
sidered the most accurate test of chronic pancreatitis. 

Du Val employs pancreaticojejunostomy for decom- 
pression of the obstructed pancreatic duct. He resects 
the tail of the pancreas for anastomosis with the jeju- 
num by the Roux-Y technique. 

The pancreas grossly was shrunken, hard and fibrotic 
in most instances. Pseudocysts and peripancreatic 
fibrosis were also encountered. Microscopically, there 
were fibrous replacement of the parenchyma, moderate 
lymphocytosis and dilated ductal systems. The islands 
of Langerhans were preserved but reduced in number. 
There were no operative deaths. 

Results of Treatment. Twenty patients had complete 
relief of pain up to three years after operation. Three 
patients with recurrent pain became addicted to alcohol. 
Nutritionally, every patient gained weight as appetite 
and caloric intake were restored. All improved in well- 
being and appearance. Those who had diabetes pre- 
operatively were unchanged, and those who did not 
have diabetes before operation had no change in glucose 
tolerance curve after operation. Four patients who had 
been addicted to drugs were relieved of this habit post- 
operatively. (Surgery, 41:1019, 1957.) 
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Hypercalciuria Following Poliomyelitis 


DUNNING AND PLUM performed urinary calcium, phos- 
phorus and creatinine excretion studies serially after 
paralytic poliomyelitis in 54 adults and children. The 
patients had paralysis which ranged from mild cranial 
nerve involvement to total quadriplegia, and the degree 
of immobilization ranged from practically none to 
severe. The period of observation lasted from one to 
12 months during acute and convalescent stages. 

All the patients studied immediately subsequent to 
acute illness had a significant increase in urinary 
calcium excretion that reached a maximum in the 
second to eighth week after poliomyelitis. The rise 
was independent of the site or degree of paralysis or 
immobilization. Hypercalciuria ceased by the 14th 
week after the onset of poliomyelitis in patients with 
bulbar and high spinal paralysis, whereas it continued 
up to 12 months or even more in severely paralyzed 
persons. Only two patients had excessive calcium 
excretion lasting more than 15 months after onset of 
poliomyelitis. Both had renal calculi. 

The theory most widely advanced is that the de- 
mineralization that follows paralysis results from a 
loss of mechanical stresses and strains on bone. It 
has been reasoned that muscular and postural forces 
are necessary to maintain the normal balance between 
production and destruction of calcified osteoid. In- 
terruption of these forces permits osteoclasis to proceed 
unabated, while osteoplasis ceases for want of physical 
stimulation. 

The authors present evidence that demineralization 
after poliomyelitis is initiated and maintained by 
systemic neurohumoral factors as yet only partially 
clarified. These factors appear at least to supplement 
any loss of stress and strain on bones resulting from 
immobilization. Thus, the magnitude of the initial rise 
in calcium excretion is not proportional to the degree 
of paralysis or immobilization. If purely mechanical 
effects are responsible for hypercalciuria, it is surprising 
that the response is sometimes delayed up to seven 
weeks after immobilization. Mechanical factors would 
not appear to explain the hypercalciuria observed in 
mild bulbar poliomyelitis, since these patients were 
not immobilized. Another observation against the 
theory that hypercalciuria develops solely from inter- 
ruption of mechanical stresses and strains on bone is 
the ineffectiveness of tilting. Passive standing and tilting 
increase mechanical forces on bone but fail to modify 
hypercalciuria in patients with either poliomyelitis or 
paraplegia. In some of the cases presented, increased 
activity at times appeared to increase rather than to 
decrease excessive urinary calcium excretion. In some 
of the patients, hypercalciuria ceased before they 
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walked, while in others hyperexcretion long outlasted 


ambulation. (Arch. Int. Med., 99:716, 1957.) 


Mode of Action of Carbutamide 


CARBUTAMIDE is one of the arylsulfonylurea derivatives 
that has been used in the therapy of human diabetes. 
The mode of action of this compound has been ex- 
plained partly by a stimulating effect upon the beta 
cells of the islets of Langerhans as indicated by mor- 
phological changes in the cells. Recently, von Holt and 
his coworkers have substantiated that thought by 
demonstrating that the administration of Carbutamide 
causes an increase in the amount of insulin circulating 
in the blood (see diagram below). However, the authors 
noted that an increase of insulin secretion cannot fully 
account for the metabolic effects of the drug. For 
example, Carbutamide retains an insulin-sparing ac- 
tion even in pancreatectomized dogs—an experiment 
in which an effect of the drug upon the islet cells would 
be entirely excluded. (Science, 125:735, 1957.) 


PLASMA INSULIN ACTIVITY 
AND BLOOD SUGAR DECREASE 
1N CARBUTAMIDE-TREATED RATS. 
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Suicide in Young People 


Suicide ranks fifth as a cause of death among young 
people 15 to 19 years of age. Even in the 10- to 14- 
year age group, the death rate from suicide is high— 
ranking with such causes of death as diabetes or tuber- 
culosis. 

Bakwon has summarized some of the factors that 
lead to suicide. These are many and varied. There are 
seasonal variations and wide fluctuations from country 
to country. In young children, fear of punishment, 
remorse, shame, guilt feelings and anger are prominent 
factors. Unhappy homes and school problems are 
present in most of these cases. 

Religious affiliation exerts a strong influence on the 
incidence of suicide. Low economic status and over- 
crowding do not seem to be significant factors in them- 
selves. 

In older teen-agers, feelings of inadequacy and ex- 
clusion, and problems of sex adjustment influence the 
suicidal tendency. The author points out that motor 
vehicle accidents in teen-agers may have in them a 


suicidal component. There seems to be a self-destruc- 


tive element in the behavior of “hot rodders.”” 

The only approach to this problem is the recognition 
of susceptible individuals. Prominent signs are depres- 
sion, associated with insomnia, instability and temper 
outbursts. In some instances, suicide follows surgical 
operation or long, painful illness. The value of hos- 
pitalization is emphasized, with attention to physical 
as well as psychiatric disorder. 

One author has suggested the formation of a society 
on similar lines to Alcoholics Anonymous. Persons 
chosen to provide assistance or encouragement would, 
preferably, be ones who themselves had overcome 
such a problem. This particular approach, of course, 
is less suitable for young people. (J. Pediat., 50:749, 
1957.) 


Effects of Meals on Blood Coagulation 


IN AN EARLIER STUDY, Keys and associates had shown 
that the clotting time of blood is appreciably shortened 


after a fat meal. It was suggested that this effect was” 


attributable to the fat content of the meal since a carbo- 
hydrate meal of isocaloric value did not shorten the 
clotting time, and in fact, sometimes prolonged the 
clotting time. 

In a more recent study, the authors have confirmed 
their earlier findings and have provided evidence that 
the effect of a fat meal on blood coagulation varies 
somewhat with the kind of fat. Thus, fish oil had less 
effect than butter fat, corn oil or coconut oil. There 
was no relationship between the effect of a fat meal 
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on the clotting time and the effect of the fat in p.»- 
ducing visible lipemia. 

The effect of the fat meal on clotting time was 
limited to a few hours after the meal, and was jot 


cumulative. (Circulation, 15:274, 1957.) 


Bladder Function After Vaginal Hysterectomy 


FOLLOWING VAGINAL HYSTERECTOMY, many patients have 
bladder or urethral trouble due to a variety of causes. 
Bowers and associates compared the relative advan- 
tages and disadvantages of two methods of postopera- 
tive bladder drainage, namely, urethral catheterization 
and trocar cystotomy. They concluded that selected 
patients should be treated routinely by trocar cystot- 
omy. The chief indications for this method would be 
in those cases in which extensive repair of the urethra 
and anterior vaginal wall is carried out for stress in- 
continence, and in those nervous patients who might 
be expected to react poorly to repeated urethral 
catheterizations. The single contraindication to the 
method would be a history of previous surgery in the 
suprapubic region, with subsequent distortion of the 
anatomic relation of the structures. (Surg., Gynec. & 


Obst., 104:287, 1957.) 


Hydralazine Syndrome 


AMONG PATIENTS RECEIVING hydralazine (Apresoline) 
for hypertension, there have been many cases of a 
febrile syndrome characterized by arthralgia, abnormal 
liver function, lupus erythematosus-like rashes and 
L.E. cells. This illness has subsided on withdrawal of 
hydralazine. 

Dubois and his colleagues fed hydralazine to dogs 
in doses of 5 to 50 mg. per kg. per day for periods up 
to 12 months. Large doses caused a progressive toxic 
anemia and death by cachexia or convulsive seizures. 
There were no clinical or laboratory changes suggestive 
of systemic lupus erythematosus. 

On the basis of these studies, these authors suggest 
that the hydralazine syndrome in humans is of two 
types. The first is due to the potent sensitizing capacity 
of this chemical in humans. Thus, fever and arthralgia 
are manifestations of a delayed serum sickness type of 
reaction. 

The second and rarer type—associated with the 
finding of true L.E. cells—occurs in patients who have 
latent lupus on which is superimposed a serum sick- 
ness-like reaction. This idea is supported by the low 
incidence of this syndrome, the propensity of lupus 
patients to drug sensitization and the high incidence 
(in the authors’ experience) of severe hypertension in 


systemic lupus. (J. Lab. & Clin. Med., 50:119, 1957.) 
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Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities 
in the appropriate fields of therapy and diagnosis. 


e 
‘ 
Information Please 
n 
Diagnosis of Influenza Tender Nodules 
- Q. What symptoms are to be expected, and how can one Q. A 24-year-old white housewife recently has been 
t be sure of diagnosing “‘Far East influenza” when it troubled with tender subcutaneous nodules confined 
l comes to this country ? ; mostly to her extremities. There are a few scattered 
e on her trunk. These range from 1 cm. to 2.5 cm. in 
A. Reports from abroad, as well as reports of cases diameter and are particularly bothersome just be- 
. already identified in the United States, indicate that fore, during and just after her menses. No increase 
4 the current epidemic of influenza is characterized by in size has been noted but she is developing more. Ex- 
symptoms that are typical for a mild form of that dis- amination, including routine laboratory studies, is 
ease. The onset is acute, with headache, backache normal except that the patient is overweight. 
and other myalgias, as well as fever and prostration. A consulting dermatologist has made a diagnosis of 
Coryza and tracheobronchitis have also been present. Dercum’s disease. Weight reduction has not improved 
) The leukocyte count may be expected to be within her and with each menses she is becoming more un- 
1 normal limits. At its peak, the fever may reach 103° to comfortable. A biopsy has not been taken. 
| 104°. Defervescence is to be expected within four or 
l five days. Thereafter, the weakness that usually follows 
f influenza gradually disappears. 
Identification of the illness as “Far East influenza” 
would depend upon special virus studies. The use of large 
ulation will not acquire 
) such studies would seem especially important in spo- Gs thee, Gian 
C radic cases or in the earliest cases of an epidemic. these people may have 
Throat washings from the patient should yield a growth other respiratory infec-—+ 
, of the virus. Blood samples taken at the onset of illness tions that will be diffi- 
and again after recovery would reveal a change of titer cult to dlegnese during 
A an epidemic of influ- 
t of antibody distinctive for the new strain of influenza ee 
) virus. Admittedly, these special tests would have little 
y immediate value for the diagnosis of influenza. Rather Others will have “typi- 
they are important in an epidemiologic sense for proof 
f that the disease has entered a community. It is sug- fluenza (varying sever- 
gested that you get in touch with your local health hy). 
department to ascertain what arrangements have been 
made in your locality for special virus studies. 
In the event of an epidemic, it is to be expected that symptoms (subclinical A small group will have 
influenza infection will cover a broad spectrum (see influenza). atypical symptoms. 
; diagram at right). In addition, if the outbreak comes 
during late fall or winter, diagnostic confusion will 


naturally result because of the high prevalence of 


A “guesstimate” of the spectrum that may be observed during an 
| other types of respiratory infection during those times. 


epidemic of * Far East influenza.” 
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Can you give me any explanation for the increase 
in the tenderness at time of menstruation ? Is there 
any recommended therapy at that time? 


A. The dermatologist who reads the foregoing de- 
scription is not more likely to come up with the right 
answers than the dermatologist at hand. Any patho- 
logic manifestation that worsens at the time of menses 
might be related to some kind of pelvic disease, such as 
an erosion of the cervix uteri, or to estrogen deficiency, 
other indications of which, if present, should be dis- 
cernible and which should respond favorably to an 
estrogenic hormone. Subcutaneous nodules of obscure 
nature (naming the disease “‘adiposis dolorosa” does 
not diminish its obscurity) might be caused by drug 
intolerance, panniculitis, sarcoid, tuberculosis, ery- 
thema nodosum (a syndrome variously’ caused), or 
vascular or perivascular “collagen disease” such as 
systemic lupus erythematosus or periarteritis nodosa. 
A biopsy is desirable. Prednisolone, 5 mg. t.i.d., if 
not contraindicated, might do the patient some good. 
Injection of the nodules with procaine solution has 
been recommended in Dercum’s disease. 


Removal of Freckles 


Q. Is there anything that can be done for freckles and 
their removal ? 


A. Although some may disagree, chemical removal 
of extensive freckling is not too successful or practical. 
This includes the use of strong bleaching or cauterizing 
chemical solutions. Monobenzy] ether of hydroquinine 
may help at times if used sparingly and if the patient 
does not become sensitized to this. A much more 
effective technique is the use of carbon dioxide. This 
is tedious since each individual area must be touched. 
A much more effective technique, if it is possible, is 
the use of dermabrasion by an experienced physician. 

Efforts should be made to try to prevent the develop- 
ment of freckling in the individual after any type of 


treatment. In a very fair-skinned person, this is almos: 
impossible. Avoidance of excessive sun and the use of 
skin protectants should be employed. 


Coombs’ Tests During Pregnancy 


Q: What is the present opinion of doing Coombs’ tests 
and RH antibody titers on RH-negative mothers 
during pregnancy? Are the results statistically sig- 
nificant as an aid to prognosis ? 


A: There is general agreement that the serum from an 
Rh-negative woman who is married to an Rh-positive 
man should be examined at intervals throughout preg- 
nancy for the presence of anti-Rh agglutinins. If there 
is antibody, but chiefly of the saline agglutinating 
variety (complete antibody), hemolytic disease of the 
newborn tends to be mild. If there is incomplete anti- 
body the disease tends to be more severe in the infant 
and a rough correlation exists between titer and 
severity. Thus, if the titer (in albumin) is 1:64 or less, 
the disease is usually mild; if 1:128 or greater, the 
infant is commonly severely affected and neonatal 
mortality higher. There are exceptions in both in- 
stances. It is probable that if the indirect antiglobulin 
technique is employed, a closer correlation may be 
found; if at the sixth month a titer of 1:512 or greater 
is found, the chances of stillbirth are statistically 
significantly greater than if the titer is less than 1:512. 


Hormones in Semen 


Q. Does semen have hormones? Does it have an effect 
other than pregnancy on the female organism ? 


A. Various reports indicate that semen contains 
epinephrine and norepinephrine as well as estrogen 
and weakly androgenic substances of the isoando- 
sterone type. There is some evidence that semen may 
produce estrogenic effects on vaginal mucosa and 
stimulate slight uterine enlargement. 


Blood Groups and Disease 


A CORRELATION between a person’s blood group and 
the diseases to which he is susceptible was reported 
by J. A. Fraser Roberts of the London School of 
Hygiene and Tropical Medicine, at the recent annual 
meeting of the British Association for the Advance- 
ment of Science. Discussing the blood groups A, B, 
and O, Roberts cited three associations, which he 
said were supported by “overwhelming” evidence: 
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1) The incidence of duodenal ulcer is now known 
to be 40 percent higher in persons with group O 
blood than in those with other types of blood. 

2) Gastric ulcer is 25 percent more common 
among members of the same group, and persons in 
group A appear to be abnormally susceptible to 
cancer of the stomach. 

3) Persons with O or B blood are more than nor- 
mally likely to get diabetes and pernicious anemia. 
— Science, 124:674, 1956. 
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Radiation Safety 


(American Institute of Biological Sciences, Palo Alto, 
Calif., Aug. 26.) ExPeRtMENTs with human kidney cells 
support the belief of numerous geneticists that there is 
no such thing as a “‘safe” dose of radiation. Cells ex- 
posed to 25 roentgens of x-rays produced about six 
chromosomal breaks per 100 cells. Fifty roentgens more 
than doubled this breakage in the tissue culture ex- 
periments. Results indicate the “average maximum per- 
missible dose” of radiation set by the National Academy 
of Sciences may be too high. That dosage is ten roent- 
gens to the reproductive organs from conception to 
age 30.—Dr. Micuart A. Benper, The Johns Hopkins 
University. 


Secret of Life 


(International Symposium on the Origin of Life, Moscow, 
Aug. 24.) SctenTIsTs are making such progress toward 
understanding the secret of how life began that “I be- 
lieve we will see life created in the laboratory within 
our lifetime,” says Dr. S. L. Miller, Columbia Univer- 
sity biochemist. The discovery could be thousands of 
years away, but “I would say life under laboratory 
conditions is a few dozen years ahead,” adds Prof. 
Melvin Calvin of the University of California. 


Caution 


(Announcement from National Institute of Neurological 
Diseases and Blindness, Washington, Aug. 15.) Lay 
REPORTS credit Dr. Arthur Boss of Schwenningen, 
West Germany, with developing an allegedly effective 
treatment against amyotrophic lateral sclerosis or 
“Lou Gehrig’s disease.” In reply to public queries, 
the Institute warns that persons going to Germany in 
hopes of arresting the disease are probably due for dis- 
appointment. ‘To the best of our knowledge there is 


Here each month are published notes of progress 
tn diagnosis and treatment as reported at recent medical meetings. 
GP’s aim is to get news of new drugs and other developments 

to physicians no later than theit patients read of them 

in the daily press and weekly newsmagazines. Report of a new theory 
or therapeutic claim here, prior to its formal endorsement 

in the medical literature, is not to be regarded as endorsement 

or verification by the editorial staff. 
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no known cure” for the disease nor any effective treat- 
ment, the Institute states. 


Space Abscesses 


(International College of Surgeons, U.S. and Canadian 
Sections, Chicago, Sept. 10.) MANY SPACE INFECTIONS of 
the head and neck have their origin in local inflamma- 
tions in the pulp of a tooth. The infections spread 
around the end of the tooth root, then through bone 
into soft tissues attached to the mandible or maxilla. 
The infection may localize in the soft tissues or spread 
rapidly through lymphatics and tissue spaces.—Dr. 
Orton H. Chicago. 


Cleft Palate Clue 


(Ibid, Sept. 10.)\—BasEp ON FINDINGS from animal ex- 
periments, vitamin Bg and folic acid are being given 
routinely during early weeks of pregnancy to women 
who already have had a child with cleft lip or cleft 
palate. So far, all children born of these subsequent 
pregnancies have been normal, but the series is not 
yet large enough to be significant. Laboratory ex- 
periments showed that cortisone given pregnant mice 
produced 85 per cent of offspring with cleft palates. 
Concurrent injection of vitamin Bg and folic acid drasti- 
cally reduced this incidence. Emotional or other stress 
in pregnant women may, by theory, stimulate an ex- 
cess of cortisone.—Dr. Lynpon A. Peer, St. Barnabas 
Rehabilitation Center, Newark, N. J. 


Electrical Risks 


(Ibid, Sept. 9.) ALCOHOLICS, arteriosclerotics, persons 
with disturbed thyroid function and those with greasy 
skin are most susceptible to electric shock, either 
man-made or natural. Effects can be immediate or de- 
layed, resulting in death or damage to the heart and 
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nervous system, impairment of vital organs, burn in- 
juries. Current passing through the victim’s left side 
is more damaging than through the right side due to 
effects upon the heart.—Dr. Kennetu Lewis, Uni- 
versity of Illinois College of Medicine. 


Pancreatitis 


(American Physiological Society, Iowa City, Sept. 5.) 
THE occasional solid meals taken by the alcoholic be- 
tween binges may increase his chances of developing 
pancreatitis. Rats fed occasional high-protein meals 
during otherwise inadequate diets are stimulated to 
produce as many pancreatic enzymes as does the nor- 
mally-fed rat, and the enzymes could begin digesting 
the shrunken pancreas itself.—Dr. Donatp F. MacEE, 
University of Washington. 


New Anesthetic 


(Ibid, Sept. 6.) A POTENT new non-explosive anesthetic, 
Fluothane, produces complete anesthesia rapidly with 
little nausea or side effects. It is effective in oxygen 
mixtures containing only one per cent of the anesthetic. 
Patients awake promptly.—Drs. J. W. SEVERINGHAUS, 
S. C. Cutten, C. B. Prrrincer, W. K. Hamitron and 
Jack Moyers, State University of Iowa College of Medicine. 


Respiratory Capacity 


(Ibid, Sept. 6.) ErrECTIVE RESPIRATION can still be main- 
tained by persons who have lost the use of most of 
their breathing muscles. Victims of serious injuries 
high in the spinal cord, with only the diaphragm effec- 
tive, had vital capacity about 70 per cent of normal, and 
maximum breathing capacity about 55 per cent of nor- 
mal, and could perform mild exercise without diffi- 
culty. Patients with damage to the mid-spinal cord or 
low in the spinal cord had better to nearly normal 
pulmonary function. The diaphragm alone appears ade- 
quate for respiration but does not provide the force for 
coughing.—Drs. ALttan HeEmincway and ERNEST 
Bors, UCLA Medical Center. 


Clue to Mental Iliness 


(Ibid, Sept. 5.) HUMAN BRAIN CELLs kept alive in tissue 
culture for long periods suffered marked morphologic 
changes when exposed to blood serum from schizo- 
phrenic patients. The patients were not on any drug 
regimens. There were no changes in brain cells ex- 
posed to blood serum from normal persons. The re- 
search helps pinpoint substances generated and re- 
leased in the body which may have positive relation- 


ship to mental imbalance.—Mrs. Rutu S. Geicrr, 
University of Illinois Professional Colleges. 


Unimpaired 


(American Psychological Association, New York, Sept. 1.) 
A 39-YEAR-OLD PATIENT with a verbal I.Q. of 125 under- 
went a cerebral hemispherectomy. Psychological tests 
performed pre- and postoperatively show that loss of 
the entire right half of the brain “‘did not lead to an 
appreciable loss of higher mental functions.” The 
findings to date do not imply that there has been no 
loss, or that there will not be future loss of abilities, 
but they have “implications for a theory of localization 
of higher mental functions.”—Drs. Jan H. Bruett and 
Grorce W. Atser, Western Reserve University and 
Highland View Hospital, Cleveland. 


Calisthenics 


(Michigan State University Announcement, East Lansing, 
Mich., Aug. 9.) Recutar Periops of calisthenics and 
swimming or other exercise may protect sedentary pro- 
fessors and businessmen from coronary attacks. Six- 
teen M.S.U. staff members took part in a three-month, 
noon-hour calisthenics and swimming class; 15 
others, also aged 40 to 55, continued usual sedentary 
routines. Three in the exercise group who had high 
blood cholesterol values at the outset had dropped to 
normal. Two “high cholesterols” in the control group 
remained at the high level. Normal cholesterol levels 
were not altered by the exercise program.—Dr. 
Henry J. Montoye, Michigan State University. 


Bacterial Resistance 


(Veterans Administration Announcement, Washington, 
Aug. 16.) A NEW sTUDY is under way to determine to 
what extent antibiotics are losing effectiveness against 
common infections. Staphylococci resistance is being 
investigated first; other groups of microbes will follow. 
The study is being conducted at VA hospitals in 
Washington, Atlanta, Brooklyn, Minneapolis, Batavia, 
N. Y., and Manchester, N. H. 


Foot Woes 


(National Association of Chiropodists, Chicago, Aug. 19.) 
INFLAMMATIONS of the skin of the feet are often due to 
irritation from toxic chemicals in shoes. Modern foot- 
wear contains a wide variety of adhesives, dyes and 
materials which can come in intimate contact with the 
feet, and allergic reactions may develop.—Dr. ARTHUR 
L. Sapiro, dermatologist, Chicago Medical School. 
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Special Features 


Specialty Consultation in the Family Doctor's Office 


HOWARD F. LONG, M.D. 


Academy Member Howard F. Long, Dixon, Calif, 
finds advantages in having specialists conduct “clinics” 
in his office. He says this arrangement provides 
experience more pertinent to his office practice than he 
received in medical school, hospital residency or even 
postgraduate courses. 


SpeciaLists have been periodically coming to my office 
to evaluate patients. They agree that the system dis- 
cussed here: 

1. Gives better care to patients. 

2. More efficiently uses the time of generalist and 
specialist. 

3. Helps a beginning generalist or specialist establish 
independent practice while continuing education ori- 
ented to his own patients and his own office. 

Point 3 is noteworthy because, to my knowledge, 
there is no educational program for generalist or spe- 
cialist which gives time to office practice proportionate 
to its importance. I have used the system described 
below for psychiatry and cardiology, and it would have 
apparent advantages in other fields. 


How It Works 


First, the generalist prepares a list of patients with 
similar problems, such as heart disease. In a few weeks, 
lie reviews the list to consider which patients might 
really benefit in some way from consultation. 

Second, the generalist asks a specialist to set a tenta- 
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tive date a few weeks away when he will spend part of 
a day evaluating that category of problems in the 
generalist’s office. 

Third, the patients are asked to see the specialist in 
the familiar office of the generalist on the date set. 
Most accept this better than the usual referral and 
many say, “I didn’t want to suggest it, Doctor, not 
knowing how you would feel, but I will be more con- 
fident everything possible is being done if we have a 
specialist’s ideas as well as yours.” 

Fourth, the specialist uses one room of the general- 
ist’s office while, between discussions and demonstra- 
tions by the consultant, the generalist cares for other 
patients and sees that the specialist’s work runs smooth- 
ly. Plans are made jointly, before each patient leaves 
the office, for further evaluation or treatment by the 
specialist or the generalist. 

Fifth, the notes or recording of the consultant are 
transcribed for both doctors. These do not have to be 
as elaborate as when the specialist does the general 
examination and needs to anticipate questions in his 
report. The generalist should be sure that verbal sug- 
gestions are recorded. Usual bills are sent by both 
doctors to the patient, and if travel time for the special- 
ist is involved, charge for this time is divided among 
the patients. 


Merits of System 


(The example cases are oversimplified to illustrate 
the points involved.) 
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The specialist uses one room of the generalist's office while between 
discussions and demonstrations by the consultant, the generalist cares 
for other patients and sees that the specialist's work runs smoothly. 
Plans are made jointly before each patient leaves the office for further 
evaluation or treatment by the specialist or the generalist. 


ADVANTAGES FOR PATIENTS 


1. Some patients accept consultation this way wl, 
would not accept referral ovherwise. 

Case 1. A housewife with severe chronic anxiety aii: 
confusion was reluctant to see a psychiatrist but agree 
to talk over her problems with a specialist in the familiar 
surroundings of her own doctor’s office. Reassurance 
was given the generalist that suicide was unlikely. Sle 
has since been able to accept psychiatric care. 

2. Problems are detected that might not be found 
if the generalist were not actively searching for them 
in preparation for the consultant’s visit. 

Case 2. A 19-year-old mechanic, during examination 
of a common cold, was found to have a heart murmur. 
Exercising and leaning the patient forward and listening 
in the neck brought out its suspicious nature. The 
consultant diagnosed a rheumatic aortic stenosis and 
prophylactic penicillin was started. 

3. The cost is less because of greater efficiency. 

Case 3. A 5-year-old child with a grade-3 left par- 
asternal systolic murmur, was diagnosed as having a 
septal defect. It was recommended that prophylactic 
antibiotics be given preceding surgical procedures. The 
cost to check cardiac status alone was much less than 
if the complete history and examination were repeated 
by the specialist. Yet in that single, brief visit, parents 
were also instructed and reassured by both doctors, and 
arrangements were made for future observation. 

4. In all cases, patients believe that their own doctor 
is interested in them, looking out for them and not 
just “passing the buck,” as is often thought when the 
patient is sent to see a consultant. This makes patients 
much less susceptible to quacks or to the false attrac- 
tions of corporate or socialized medecine. 


ADVANTAGES FOR GENERALISTS 


1. Simple evaluation is available for problems not 
requiring more elaborate consultation (Case 3). 

2. Time is saved in the care of patients who are 
anxious and long-winded. 

Case 4. An immature, perfectionist housewife re- 
quired much time to satisfy. She used minor problems as 
excuses to keep her generalist’s attention. After the 
psychiatrist had seen the patient in the generalist’s of- 
fice, immediate face-to-face discussion between doctors 
resulted in improved techniques of handling this pa- 
tient. She can now be relieved more completely and in 
half the time. 

‘3. Patient-doctor relationships and doctors’ reputa- 
tions are justly protected. 

Case 5. A pregnant housewife had a two-minute epi- 
sode of panic starting less than five seconds after a 
gluteal injection by the generalist. Because of the pa- 
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Patients with similar problems are asked to come to the office on the 
same day. The generalist prepares lists of patients with similar ill- 
nesses, such as heart disease or severe “nerves.” If one doubts his 
practice has sufficient problems in a certain field to use this system, 
keeping these lists might surprise him. 


tient’s distrustful glances and screams about imaginary 
vaginal bleeding during this episode, consultation with 
a psychiatrist was suggested. The psychiatrist and pa- 
tient associated the lowering of panties for the injection 
as unconsciously recalling premarital intercourse and 
marked guilt feelings, plus a fear that, as punishment, 
her baby would be abnormal. The patient then admitted 
that she had thought the generalist “gave her the 
wrong medicine.” This consultation established an ex- 
ceptionally good relationship with the patient, and the 
discussion that followed allowed the generalist to take 
better care of her during her prenatal course and de- 
livery. It is quite possible that this patient otherwise 
would have been dissatisfied with her care or would 
even have sued for malpractice. 


ADVANTAGES FOR BEGINNING GENERALISTS 

In addition to the advantages for experienced gen- 
eralists, 

i. Beginning generalists can obtain the best medical 
care for their patients from the very start of their 
practice. 

2. They can build practices more rapidly. They keep 
responsibility for the total care of their patients; yet 
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patients have the added benefit of experienced opinion 
and tell their friends about the extra attention their 
doctor has shown them, rather than that he just sent 
them off to see another doctor. 

3. Their education continues with the best motiva- 
tion and instruction, since evaluations are made in their 
own offices where they can question consultants more 
freely. 

4. Because of these moral, financial and educational 
advantages, they can go into their chosen field instead 
of specialty residencies. There are still too few good 
residencies in general practice available, and many 
young doctors have chosen specialization because they 
did not feel ready to start out on their own. 


ADVANTAGES FOR SPECIALISTS 


1. They can really specialize. They can concentrate 
on problems within the scope of their interests and 
abilities because personal physicians retain responsi- 
bility for the general care. Also, they have available the 
results of general examinations as well as information 
about attitudes, home life and other factors. 

Case 6. A young salesman was hospitalized because 
of acute depression. The generalist did his work-up, 
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started treatment for sinusitis and called in the psy- 
chiatrist who had consulted about other patients in the 
generalist’s office. The specialist was able to start treat- 
ment immediately and continue it in his office for sev- 
eral months with excellent results. During this time, 
other illnesses occurred which were more effectively 
treated by the generalist because of his closer relation- 
ship with this specialist. 

2. Specialists’ skills reach more people. They can 
guide generalists in less technical parts of manage- 
ment, leaving more time open for the greater number of 
unusual or highly technical problems referred to them. 

Case 7. A woman’s angina was continuing despite 
medication. The cardiologist and generalist together 
were able to impress her with the need to stop smoking 
and to avoid anxiety-provoking activities. Because of 
the generalist’s closer relationship with a psychiatrist 
in consultations, he knew better how to help this pa- 
tient handle her anxiety, although she was never even 
discussed with a psychiatrist. 


ADVANTAGES FOR BEGINNING SPECIALISTS 


In addition to the advantages for experienced spe- 
cialists, beginning specialists 

1. Can build the type of practice they want more 
quickly. They avoid the indignity of giving second-rate 
care to patients needing competent generalists or other 
specialists. Their training in the unusual and highly 
technical problems of teaching centers is just what gen- 
eralists lack. Discussing this method with generalists 
should reassure them that consultation is readily avail- 
able and will not result in “losing the patient,” as so 
many of them fear. 

2. Can often gain from experienced generalists an 
understanding of the patient as a whole and the art of 
office management. 


Disadvantages 


1. “Office expense for the specialist continues al- 
though he is not in his own office.” 

Answer: His fee at the generalist’s office covers this 
just as if he were in his own office. 

2. **The specialist would work less efficiently because 
of the unfamiliar surroundings.” 

Answer: This has not been our experience. Any 
small, personalized equipment can be taken to the gen- 
eralist’s office just as to a hospital consultation. 

3. “The choice of specialist would tend to be re- 
stricted.” 


Answer: This might be considered an advantage, i: 
that it would encourage a closer relationship with .: 
least one specialist in each field. However, during tl. 
time I have used this system, I have referred patients ( 
other specialists than the ones who came to my offic: . 
when I thought there was some advantage for a pai - 
ticular patient. 

4. “I tried something like this once and the G.)’. 
shoved patients at me so fast I felt harassed.” 

Answer: The generalist, realizing the importance to 
all concerned of making this system work smoothly, 
must act as a considerate host and be ready to adapt his 
office routine to the specialist, especially during his 
first visit there. 

There will be many more useful consultations, with 
benefit to all concerned, if family physicians will at the 
end of each day write on some specialty list the name of 
every patient with a nonacute problem. Review of these 
lists weekly or monthly will reveal many patients who 
might benefit in some way from a consultation in the 
generalist’s office. If enough generalists look for con- 
sultations and closer contacts with specialists by using 
this method, more specialists will refer patients to gen- 
eralists for their general care, instead of subjecting 
them to the rounds of specialists. 

The only specialist who has declined is an orthopedist 
who believes that his specialty might require more spe- 
cial equipment than he could carry with him easily. He 
also stated that emergency work constitutes a large 
percentage of his practice, making it difficult for him to 
leave his office. However, he thought that specialty 
consultation in the generalist’s office would be highly 
beneficial in such fields as psychiatry, internal medi- 
cine, dermatology and cardiology. He had reservations 
about the system for such fields as G.U., Gyn and 
Chest. He thought it could be carried out, but with 
difficulty, in the fields of orthopedics, proctology, neu- 
rology, general surgery, allergy and E.E.N.T. 

To facilitate referrals from specialist to generalist and 
between generalists in different communities, it might 
be desirable to list generalists who consult freely and 
who do thorough periodic examinations of their pa- 
tients. 

Selection for such a list could be based largely on 
office and hospital records, since competency as a per- 
sonal physician can be determined partly by frequency 
and thoroughness of yearly examinations and by the 
frequency and quality of consultations. A system such 
as the one described here would greatly increase the 
number of helpful consultations. 
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A Guide to Partnership Practice 


MAC F. CAHAL, J.D. AND LOIS LAMME 


Tue DerpaRTMENT OF COMMERCE states that physicians 
who practice as members of a partnership earn strik- 
ingly more than those who practice alone. However, 
income is likely to be higher than in solo practice 
only if the doctors continue to work as hard as they 
did previously. Frequently a partner will slow down a 
bit, with a consequent drop in net income. Some 
doctors, then, can make more money in solo practice, 
but they might kill themselves doing it. 

This qualified advantage of partnership practice is 
one of the benefits that may accrue to doctors who 
enter into this joint venture. However, there are also 
hazards which can cause disillusionment, and some- 
times dissolution, if they pop up unexpectedly. Many 
of these pitfalls can be largely neutralized if planned 
for in advance. A partnership, like a marriage, is most 
likely to succeed when each partner is aware of his 
mutual responsibilities. 

Fifteen per cent of all private physicians practice as 
members of a partnership, and another 15 per cent 
practice as a partnership to the extent of sharing 
oflice expenses. “Partnership” is a legal term that de- 
fines the relationship between parties within the agree- 
ment and the rights of third parties thereto. The es- 
sertial test of whether an association between doctors 
is or is not a partnership is this: Do they divide net 
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The senior partner offers him valuable counsel. 
For the patient, this partnership offers uninterrupted medical service. 


income? If they do, the intent to form a partnership 
is presumed. A full partnership is an association 
between two or more doctors who share predetermined 
amounts of the total expense, total income and prob- 
lems of management. A joint clinic association practice 
can be a partnership, and a group practice can be a 
partnership. Thus, a partnership may vary from a 
large, multistaffed group to a minimum of two 
physicians who perform the same services and conduct 
(in essence) solo practices. Doctors can maintain a 
partnership insofar as finances are concerned and still 
have solo practices insofar as records and patients 
are concerned. 

Numerous advantages can accrue from small medical 
partnerships, in which two or three doctors share 
ownership, income and expenses. Frequently such 
partnerships are comprised of two doctors, a junior 
and a senior member. 


Can Count Blessings 


To the young man, a partnership association may 
mean opportunity, ready cash and a chance to learn 
more about the art and science of medicine. He has the 
advantages of wise counsel and can learn first hand 
lessons in medical economics which otherwise would 
require years. He is plunged into a busy practice dur- 
ing his most energetic years. He has everything to gain. 

To the senior partner, the enterprise may mean a 
steadily maintained income, perhaps even a bolstered 
income. His practice will not slip away, and there is a 
maximum and immediate liquidation value in the event 
of death. The senior partner immediately begins to 
experience more freedom than he has ever known in 
private practice and is able to slow down without re- 
linquishing his practice. The junior partner brings 
fresh academic training to the office. As he assumes 
more and more responsibility, the senior begins to as- 
sume the role of consultant. 

A small partnership is the easiest to form; it pre- 
serves the advantage of solo practice in that profes- 
sional identity is not submerged, and offers other ad- 
vantages not found in solo practice. Continuous cover- 
age of the respective practices is possible, and through 
disability and military provisions, partners can prov ide 
each other as much income security as they desire. 
There is better utilization of time so that partners are 
able to take more postgraduate courses, attend more 
scientific meetings and have more time off. Easy con- 
sultation is a distinct advantage. 
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No Utopian Partnerships 


Perhaps the most attractive feature of a partnership, 
however, is the stabilized and dependable income. 

For the patient, the partnership means uninterrupted 
medical service adjusted to his needs. 

Again, like a marriage, a partnership is not all a bed 
of roses. For the older man especially, a partnership re- 
quires a great deal of long-range planning. 

Three classes of conflicts—personality, professional 
and financial—should be anticipated. Although most 
medical partners can smooth out such difficulties, 
others cannot. 

Prospective partners, in building a mutually helpful 
contract, should be fully aware that there can be no 
half-way, half-hearted partnerships. They should real- 
ize the necessity for constant compromise and for safe- 
guards against internal competition—for patients, in- 
come, prestige, working hours, vacations and methods. 
Competition can wreck an otherwise stable partnership. 

Doctors should not rush headlong into partnership 
agreements. Those who have learned from experience 
advise that partnerships should not be started without 
some sort of trial run. A young colleague, for instance, 
can be put on a salary for a trial year, or doctors may 
share office expenses but maintain separate practices 
for a year. Such an arrangement prevents an unfor- 
tunate combination of assets and their subsequent un- 
scrambling. Trial runs, of course, are not necessary for 
doctors who know each other quite well. 


Can't ignore Hazards 


Above all, no doctor should team up with a partner 
unless he has complete confidence in him, personally 
and professionally. He should not choose a partner 
from outside his own field. Unless he gets someone who 
can help him with his own clinical problems, he will 
still be in solo practice and merely sharing office space. 
Doctors are also cautioned not to go into partnerships 
just to handle more patients. Rather, they should im- 
prove their own efficiency as much as possible with 
improved office layout, better controlled appointment 
schedules and hiring of additional personnel. 

Anyone contemplating partnership practice should 
be aware of its inherent hazards. One is broader legal 
liability. As a rule, a physician is financially responsi- 
ble for his partner’s professional acts in regard to mal- 
practice, employee. relations and purchase of equip- 
ment. A doctor is no liable for his partner’s personal 
debts. Doctors should protect themselves from legal 
pitfalls with liability insurance, good malpractice poli- 
cies and, of course, a sound partnership agreement. 

Prospective partners should consider overhead, 
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which is likely to be higher than in private practic: . 
Partners often install better facilities, thereby incres.- 
ing their operation costs. Gross income, of course, \5 
boosted by the new facility but overhead frequently \s 
boosted even more. 


The Contract 


Obtaining the advice of competent legal counsel is 
the first step in entering into a partnership agreement. 
Unless the agreement is drafted with great care, seri- 
ous difficulties may soon arise. Even with the most 
expertly drawn agreements, defects will appear and 
should be promptly rectified. 

Although an experienced lawyer should draft the 
contract, doctors must supply many of the ideas that 
go into it. The document does not have to be com- 
plicated but should cover the important points, and it 
should be custom-drawn. The major divisions of the 
contract will be the introductory, essential and op- 
tional clauses. 

The introductory clauses may be conveniently draft- 
ed by answering the questions who, what, when, where 
and why in the briefest legal language. These clauses 
will include the name of the partnership, its effective 
date and duration, and the full legal names of all 
physicians who are to become partners. The name of 
the partnership may be designated by the individual 
names of the partners, their last names or the senior’s 
name “and associates.” Aims in forming the partner- 
ship should be defined. The procedure by which full 
and junior partners will be chosen should be set forth, 
and the manner in which salaried physicians will be 
employed should be specified. 

If the agreement supersedes an earlier one, the con- 
tract should state that the new partnership succeeds to 
and assumes all existing business, assets and liabilities 


of the old. 


First Things Come First 


Essential clauses of a partnership contract are: 
ownership of assets, control, accounts receivable, divi- 
sion of income, definition of expenses and dissolution 
provisions. 

The agreement should stipulate the percentage hold- 
ings of each partner’s physical assets. Each doctor 
usually contributes the equipment, instruments and 
furnishings he already owns, with the partners equal- 
izing their investments by means of a cash transaction. 

Control will vary with the size of the group. In 
small groups, the entire partnership may act as a com- 
mittee of the whole in establishing policy, controlling 
administration and making major decisions. In a group 


GP Volume XVI, Number 4 


q 
his 


of more than ten partners, however, the committee of 
the whole may be too cumbersome. If so, partners may 
stipulate that full control is vested in the partners and 
that the majority should rulé. Or, full control may be 
vested in an executive committee. If an executive com- 
mittee is designated, the contract should define its size, 
election, terms of office and limits of authority. The 
voting power of each partner should be defined. 

Allocation of accounts receivable is an immediate 
problem. A way must be devised to assure each doctor 
that he will receive his appropriate share. This is 
usually done by allowing the partner with the excess 
receivables to draw out the excess in installments. All 
collections of accounts receivable in excess of this 
amount become the property of the partnership. 

Division of income is perhaps the knottiest problem 
in many partnership agreements. There is no “best” 
way to solve this problem, as each case differs. When 
two men start practice at the same time with about the 
same investment, a 50-50 division of net earnings is 
quite practical. 


Income Division Requires Study 


In cases of senior-junior partnerships, it is well to 
anticipate the view of each physician. The younger 
man wants a respectable income and progressive in- 
creases in his percentage share. The older man wants 
an undiminished income at the beginning. He does not 
believe that taking on a partner should mean a loss in 
income. The older physician also wants a stabilized in- 
come, with his decreasing percentage share being off- 
set by the younger partner’s increasing practice. 

Doctors must measure for themselves the percent- 
ages of income, depending on how they really do com- 
pare in age, training, energy, experience, professional 
standing, earning potential and size of existing practice. 

Most partners divide earnings on a shifting percent- 
age basis, working towards 50-50. Some add minimum 
guarantees for junior or senior, or both. Division of in- 
come should not be planned for more than a few years 
in advance. 

The contract should state that net profits, after pay- 
ment of all professional expenses and establishment of 
a reserve fund, shall be divided among the partners. 
(A reserve fund should be established for tax install- 
ments, insurance payments, asset replacement, etc.) 
The agreement should stipulate when the division shall 
be made and should describe in detail the formula by 
which income shall be divided. Most doctors say it is 
bad practice to permit separate withdrawals. 

\s a safeguard against indiscriminate expenditures, 
the contract should include a clear statement of which 
expenses are to be charged to the partnership. 
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Dissolution Is Weighty Matter 


A vital question about any partnership is how it may 
be dissolved in the event of death or withdrawal. Im- 
portant points to be decided are the amount of notice 
required, distribution of assets and «accounts and the 
rights to office location. Legal, tax and professional 
aspects must be considered; therefore, it is far better 
to have settled them in advance. 

Numerous problems can arise at the death of one of 
the partners. Under the laws of most states, the termi- 
nation of a partnership is imposed upon the surviving 
partner. Generally the duties include collecting out- 
standing bills, buying up the partnership assets and 
paying the deceased’s family their full share. 

Ordinarily, the purchase price is the book value, 
cost less depreciation. This should, however, be settled 
in the written contract. Indication of the purchase price 
in the agreement assures a speedy settlement for the 
widow and may also mean tax advantages for the 
surviving partner. 


Strive to Forestall Trouble 


The surviving partner usually is given full control 
over collection methods. As a rule, the deceased’s share 
is paid when, as and if collected. Sometimes, however, 
this share may be quickly estimated on the basis of past 
collections. Specification of the collection method in 
the initial agreement may prevent serious disagree- 
ments. 

An alternative method of disposition of the deceased’s 
partnership interest is continuation of income to the 
estate for a set period of time. This projects income 
security of a partnership well beyond death and guar- 
antees income to a deceased’s family. Insurance is 
sometimes carried on the life of each partner to pro- 
vide the deceased’s estate with a lump-sum payment. 

Disability and military provisions often are included 
in partnership contracts. Although optional, these 
clauses are advisable. They provide as much income 
security as the partners want to guarantee each other. 
Terms of disability and military recall clauses are often 
exactly alike, although military clauses sometimes are 
more liberal. The main problem involved is “drawing 
the line” on benefits to be allowed. 

Other optional clauses may stipulate the manner in 
which leaves and vacations may be taken and the time 
each partner must devote to his duties. Because many 
factors must be considered in forming a partnership, 
many other provisions may be included in the contract. 
Other administrative provisions which may be stipulat- 
ed include fees for professional services, authorization 
of major expenditures and routine business matters. 
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Frequently an older doctor will want protection in 
case of the younger doctor’s withdrawal. He will often 
demand a contract under which the junior partner 
agrees not to practice within a certain radius in event 
of dissolution. However, under certain facts, this 
stipulation has been held illegal in some states and is 
difficult to enforce in others. Therefore, it is advisable 
to reinforce such a clause with a guarantee that the 
younger doctor will not withdraw suddenly and set up 
in competitive practice. Sometimes 10 per cent of the 


junior partner’s income is set aside in a trust fun 
which, as it grows, will provide protection to the 
senior partner. The fund also provides a reserve from 
which the junior partner can buy office equipment if 
the older physician dies. 

When partnership pitfalls are lighted up for exani- 
ination—and when a sound contract is worked out 
with expert legal help—doctors have a good start 
toward a practice arrangement that can be personally 
and financially rewarding. 


Six-Minute A NEW X-RAY FILM PROCESSOR, recently developed by Eastman Kodak Company, is claimed to 

deliver top-quality radiographs in about six minutes—dry and ready for reading. Most 

X-ray Processor mechanical x-ray film processors require 20 to 60 minutes to produce a finished radiograph, 
and hand processing takes up to an hour. 

For use in hospitals, clinics and radiologists’ offices, the new Kodak X-Omat processor, 

Model M, will be available during the latter part of 1957. The processing speed, according to 

Kodak, will extend the use of x-ray equipment almost up to the time the radiologist’s office 

or hospital x-ray department closes. It will result in more convenience for the patient and 

radiologist alike by eliminating hour-long waiting periods or overnight delays before radio- 


graphs can be read. 


Kodak says the new machine will deliver radiographs of uniformly excellent quality. 

Exposed film is removed from its cassette and fed directly into the processor, eliminating 
the necessity of clipping each sheet of film in a hanger for processing. A series of small driven 
rollers transport the film through the solutions. The rolling action provides vigorous, uniform 
surface agitation never before obtainable. With elevated operating temperatures this con- 
tributes to shorter processing time. 

Over-all length of the complete processor is less than 10 feet and occupies a floor area 
under 25 square feet. The electric power required is minimal, since drying time is only 80 
seconds. Kodak also stresses greater water economy, perhaps as high as 85 per cent as com- 
pared with equal quality washing with any other arrangement. Chemical costs are comparable 
to those of present hand or mechanical methods. All listed sizes of Kodak Blue Brand x-ray 
film sheets, 5 x 7 inches and larger, can be fed into the processor in any order. 
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This is the prototype of a radically new x-ray film 
processing machine that cuts processing time to about six 
minutes. The compact new processor is constructed in two 
sections, the loading station and the dryer. It is less 
than ten feet long and occupies less than 25 square feet 
of floor space. Named the Kodak X-Omat processor, it will 
be available for delivery during the latter part of 1957. 
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THE PROBLEM of integration of general practitioners 
into a hospital staff of specialists is evidently wide- 
spread, and acute in some areas. This may be inferred 
from recent periodicals which bemoan the general prac- 
titioner’s fate and the future of general practice. To ob- 
tain some data on general practice in this hospital, a 
questionnaire was distributed to all general practition- 
ers on the Mount Carmel Hospital staff. This survey, 
both comprehensive and anonymous, reliably reflects 
the views of general practitioners relative to practice in 
the hospital, and their sociologic general practice atti- 
tudes. This made it possible to evaluate the general 
practitioner’s place in the hospital and also to secure 
information relative to specialization. 

Mount Carmel is a 400-bed hospital covering fields 
of specialization and operating approved residency 
training programs. A general practice department had 
been established three years prior to the survey. The 
following conclusions are based upon answers from the 
130 members of the general practice department. 


Residencies 


Sixty-three per cent of those replying felt that a gen- 
eral practice residency should not be a prerequisite for 
hospital appointment in the general practice depart- 
ment. The same number said they would not have taken 
a general practice residency if it had been available. 
Most of the physicians felt that it was merely a prolonged 
internship—one that simply included more general, 
practical experience. 

Thus, it would appear that the general practice resi- 
dency program advocated by the American Academy 
of General Practice needs more publicity and physician 
education. The Academy should decide whether or not 
it will eventually make a general practice residency a 
membership prerequisite. The average general practi- 
tioner believes that this is Academy policy. I believe 
that a general practice residency program must include 
a better method of approval and certification of men 
successfully completing the program. Until the Acad- 
emy requires a general practice residency, there will be 
no reason to seek such a residency. A poll taken from 
among active members of the general practice depart- 
ment of Mount Carmel Hospital reveals that under the 
present method of certification, a general practice resi- 
dency would not appeal to 80 per cent of them. 


Postgraduate Training 


Fifty per cent of the men answering the question- 
naire had formal training as residents, all of them in 
specialty fields. None had a general practice residency 
as there were none available in the hospitals in which 
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JAMES L. HENRY, M.D. 


of a survey of general practitioners on the staff 


of Mount Carmel Hospital, Columbus, Ohio. 


of general practice. 


they trained. Fifty per cent of all those polled have 
attended postgraduate courses as offered by medical 
schools, the Academy, and national, local and state so- 
cieties. The younger men have all attended courses or 
had formal training. Five men (past 50 years of age) 
have had no training of any kind since graduation. 

This confirms the wisdom of the postgraduate train- 
ing regulations instituted by the Academy. The phy- 
sicians have a positive force to make them better phy- 
sicians. They seem to appreciate this fact. This training 
has been an important factor in the Academy’s success 
and will be a bigger factor in maintaining staff privileges 
for general practitioners. 


Hospital Privileges 


To the question, “Are you satisfied with your hos- 
pital privileges?,” 90 per cent answered affirmatively. 
Eighty per cent felt that restrictions imposed in this 
hospital were proper and in the interest of the patient. 
These replies are interpreted as an endorsement of this 
system of integrating general practitioners into a large 
hospital staff. The method used follows Academy rec- 
ommendations adapted to local conditions. 

On establishment of a general practice department 
in Mount Carmel Hospital, a manual on organization 
and code of operation of the department was prepared. 
It contains rules for self-government of general practi- 
tioners on administrative matters and on professional 
matters peculiar to general practice. This code was ap- 
proved by the active staff. It is believed that the basic 
element behind this universal acceptance by both gen- 
eral practitioners and specialists was establishment of 
defined privileges for general practitioners in the various 
clinical services. 
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Since inception of this program, only two or three 
cases have provoked controversy. The average general 
practitioner does not utilize more than 50 per cent of 
his defined privileges and is willing to refer cases to a 
specialist. Only rarely does a point of procedure cause 
a disagreement between specialists and general prac- 
titioners. 

The code also includes a process by which additional 
privileges may be earned by members of the general 
practice department who feel themselves qualified either 
by formal training, preceptorship or experience, for 
advanced work within a clinical service. The general 
practitioner submits his qualifications to the executive 
committee of the general practice department. This 
committee, composed of elected officers of the general 
practice department, passes upon these qualifications 
and after proper endorsement, submits them to the cre- 
dentials committee of the staff. To date, no applicant 
for advanced privileges has been refused by the creden- 
tials committee after favorable recommendation from 
the executive committee of his own general practice de- 
partment. This indicates the specialists realize general 
practitioners are in a good position to judge the abilities 
of a fellow physician and are willing to accept that 
judgment. 

Professional supervision of members of the general 
practice department is the responsibility of the chair- 
man of the clinical department in which the general 
practitioner is currently caring for an individual pa- 
tient. The chairman of that clinical department is in a 
position to judge the professional ability of each indi- 


vidual general practitioner. However, any criticism or 
disciplinary action is handled by the executive coi- 
mittee of the general practice department. In this mai- 
ner, the general practitioner is not “‘at the mercy” o/ a 
specialty group; he is judged by his “peers.” By the 
same token, by not being responsible for punitive action 
against a general practitioner, the chairman of the clin- 
ical department cannot be accused of persecuting a 
general practitioner. 

Generally, this system of establishing privileges has 
worked well with a minimum of inter-and extra-depart- 
mental conflict. 


Choice of Type of Practice 


The portion of the questionnaire which dealt with 
factors responsible for the general practitioner’s choice 
of general practice, was designed to determine the type 
of person interested in choosing general practice rather 
than a specialty. This was done for the sole reason of 
determining whether general practice was actually first 
choice or whether environmental or extraneous factors 
had played an important part in the decision. If it 
could be determined that the majority of persons en- 
tered general practice primarily because of a desire to 
be in this field of endeavor, this would indicate that 
opinions on other matters were actually based upon 
their desires to promote general practice per se. By 
ascertaining the factors responsible for interest in gen- 
eral practice, it should be possible to determine neces- 
sary steps to encourage other men to become general 


Mount Carmel Hospital, Columbus, O., a 400-bed institution, has had 
@ general practice department for more than three years. General 
practitioners on the staff recently participated in an anonymous, 
comprehensive survey on their practice in the hospital and their 
sociologic general practice attitudes. 
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practitioners rather than specialists. According to the 
survey, the reasons for selecting general practice are as 
follows, listed in order of importance: 

1. Economic necessity. 

2. Field of endeavor for which they seemed best 
suited. 

3. Greater service that they would be able to render 
to a given community and to the need of a given com- 
munity for a physician. 

4. Family background, or because at the age when 
they received their medical degrees they felt they were 
too old to seek further training in a specialty. 

About 55 per cent listed economic necessity as the 
first reason. 

The choice of general practice as a field of endeavor 
in medicine appears to be determined by two basic fac- 
tors—the man’s economic need to become established 
in order to provide for himself and his family, and de- 
sire to practice in an unlimited field of medicine. There- 
fore, in order to interest medical students and interns 
in the field of general practice, it is necessary that gen- 
eral practitioners sirive to improve the economic struc- 
ture of their field, and secondly, to indoctrinate young 
physicians with the idea of the service they can render 
toa community by working an unlimited field of medi- 
cine. 


Why Physicians Become Specialists 


At the time this poll was conducted among general 
practitioners, a postal card poll was circulated among 


Medical students pursue their studies in the Mount Carmel Hospital 
library. A recent survey at the hospital indicates a need for educating 
medical students and interns to the field of general practice. These 
Students need to learn that it is possible for a general practitioner to 
be as highly regarded in a hospital as anyone in the specialty groups. 
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the internists at the hospital, requesting that they also 
list four factors which influenced them to become in- 
ternists rather than general practitioners. As might be 
expected, a multiplicity of reasons was given. Twenty- 
six of the 36 participating stated they became internists 
because they would be able to practice better medicine 
than a general practitioner, and subsequently, would 
get more personal satisfaction. Strangely, only ten listed 
economic and allied reasons for their choice of internal 
medicine. About 40 per cent of these men stated that 
the field of general practice was so broad they felt they 
would be unable to cope with the physical problems 
encountered, such as night calls. Five men said they 
believed they would be unable to conduct a good gen- 
eral practice because they would be unable to ade- 
quately keep abreast of all phases of medicine. By limit- 
ing themselves to one specialty, they felt they would be 
able to render a greater service to their patients. The 
salient factor, “to practice better medicine,” was some- 
what of a surprise. My pre-poll opinion would have 
been that physical and economic reasons would be 
more prominent. This poses a problem in that some- 
where during formal education these men were indoc- 
trinated with the thought that general practice is not 
good medicine and was therefore to be avoided. 


Future General Practitioners 


It appears that the problem is one of educating med- 
ical students and interns to the field of general practice 
and of showing them that by keeping abreast of all 

‘ phases of medicine through postgraduate training, resi- 
dency training and constant review of literature, it is 
possible for a general practitioner to be as highly re- 
garded in a hospital as anyone in the specialty groups. 
Experience in this department shows that the active, 
interested general practitioner is as highly regarded in 
the departments in which he functions as is a specialist 
whose practice is in only one field. 

Therefore, the primary responsibility again becomes 
one of education and re-earning the position the gen- 
eral practitioner held 25 years ago. Through failure on 
the part of the general practitioner to be aggressive or 
to organize, the specialty groups took advantage of an 
uncontested opportunity. They certainly are not to be 
condemned. 

However, the general practitioner needs to be awak- 
ened. As this poll reveals, the specialist is not a special- 
ist for economic reasons, but because he thinks of the 
specialist as a better doctor. This should promote deep 
thought among the higher echelons of general practice 
administration. The conclusion to be drawn from the 
survey is that general practitioners, in many instances, 
are considered “minor league.” 
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Relationship Between General Practitioners 
and Specialists 


This survey shows that the general practitioners tend 
to refer to specialists many cases that could be cared 
for by the general practitioners themselves—if they had 
confidence in their own ability or the ability of other 
general practitioners. The survey shows that only 20 
per cent of the general practitioners in this hospital will 
refer their patients to another general practitioner. 
Eighty per cent, when faced with a problem in obstet- 
rics, pediatrics, internal medicine or surgery, will refer 
the case to specialists. They seldom ask the opinion of 
a fellow general practitioner. 

By doing this, the general practitioners enlarge the 
scope of the specialist and diminish their own privileges. 
Yet 80 per cent of them say their reason for not refer- 
ring to another general practitioner is not that of com- 
petition, but for some unknown reason. In other words, 
the inference is that the individual general practitioner 
feels that in his absence or in his lack of knowledge, 
only a specialist could possibly know the answer. An- 
other general practitioner would probably be just as 
“unlearned,” or, more likely, one general practitioner 
could not countenance the thought of another general 
practitioner’s being wiser. This attitude does not pro- 
mote general practice. 

One may ask how patients become specialist-prone. 
The results of our survey show that the general practi- 
tioner encourages this attitude. Not only in his absence 


does he refer his everyday practice to a specialist, but 


he even refers his own family to a specialist. And, 5.) 
per cent of the time when a general practitioner is | | 
himself, he believes the specialist to be the doctor «{ 
choice. 


General Practitioners and the Academy 


As revealed by this poll of Mount Carmel’s general 
practitioners, 84 per cent of the members of the general 
practice department in this hospital are American Aca<- 
emy of General Practice members. In answer to the 
question, “From your personal observation, do you 
feel that the AAGP has been a motivation in the in- 
provement of general practice,” 98 per cent, without 
comment, voted “Yes.” This alone shows that the 
average general practitioner wholeheartedly feels that 
the Academy is an organization which has his interests 
at heart. 

In answer to the question, “Do you believe that 
the AAGP can further improve your professional 
status,”’ 85 per cent answered in the affirmative. There 
were no negative votes. However 15 per cent of those 
proffering comment were doubtful that any great 
amount of future help would be forthcoming. To the 
poser, “Are you satisfied with the policies and direc- 
tives of the AAGP,” 85 per cent answered, “Yes.” Fif- 
teen per cent answered, “No,” and four men reserved 
doubts concerning this question. This is definitely a 
vote of confidence in the Academy and should give the 
officers courage to continue the course they have charted 
for the Academy’s future. 


Dangers of Atomic Energy 


ties of long-lived fission products. 


IN His ARTICLE, ‘““The Genetic Hazards of Nuclear Radiations,” in Science for August 9, 1957, 
Bentley Glass stated that the development of atomic energy for peaceful applications is most 
likely to create future hazards from radiation. There are ambitious plans in Great Britain and 
the United States for the development of heat reactors. These will produce enormous quanti- 


Glass goes on to say that although the fission products will normally be contained, this 
does not avoid the problem of ultimate disposal. Underground storage has potentialities for 
contamination of soil and water supplies. Storage in the ocean depths carries the possibility 
of an overturn of even stable waters sufficient to contaminate marine plant and animal life, 
and thus eventually all that of the lands adjoining the sea. Added to this is the danger of 
release of radioactive materials when accidents occur. 

Glass concludes: ‘“The threat to mankind of exposure to radiation arising from the peaceful 
development of atomic energy may thus far outstrip not only that from current exposures 
due to weapons testing and fallout but even that from the exposures necessary for medical 
and dental diagnosis. The only immediately obvious escape from so dire an outcome may lie 
in the rapid development of the hydrogen fusion process as a source of energy.” 
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Social Security. . . 
PHYSICIANS STAND ALONE 


GP is indebted to the Academy’s Alabama chapter 

for the following appraisal of social security for doctors. 
The most important arguments for and against 
inclusion of doctors in the Old Age Survivors Insurance 


program have been compiled as objectively as possible. 


Dear Doctor: 

THE SUBJECT OF SOCIAL sECURITY for doctors has come 
up repeatedly of late and seems destined to occupy 
our thoughts and those of our federal lawmakers for 
some time to come. Through recent amendments to the 
federal Social Security Act, dentists, lawyers and mem- 
bers of five other professional groups have come under 
OASI (Old Age Survivors Insurance). Physicians now 
stand alone in their refusal to participate. A group of 
doctors, known as the Committee on Social Security 
for Doctors, has given us the once-over-lightly treat- 
ment on the advantages to doctors of OASI coverage. 
Most of us have been polled at one time or other con- 
cerning our position on this immensely important 
matter. 

Many of us have expressed an opinion based on a 
somewhat hazy knowledge of the issues involved. 
Generally speaking, we are very positive in our con- 
viction that government should play only a small role 
in the practice of medicine, and somehow acceptance 
of social security seems to imply a compromise of that 
conviction. Still the fact that doctors alone oppose par- 
ticipation in OASI seems reason enough to reflect upon 
the wisdom of this position. 

It is for this reason that the Committee on Publicity 
and Public Relations (Legislative) of the Alabama 
Academy of General Practice has endeavored to seek 
out some of the advantages and disadvantages of social 
security for doctors and to present them as concisely 
as possible to Academy members. Numerous articles 
and editorials have appeared from time to time in JAMA 
on why compulsory social security coverage would be 
a bad thing for doctors. The most complete presenta- 
tion of this view was published in the September 15 
and September 22, 1956 issues, entitled ‘Social In- 
security—the Trap Awaiting the Young M.D.” 

for materials favoring social security, we contacted 
the Committee on Social Security for Doctors, Senator 


GP October 1957 


Lister Hill, the American Dental Association, and the 
American Bar Association. 

The most pertinent arguments for and against social 
security for doctors as we see it are presented here- 
with. These arguments do not necessarily reflect the 
thinking of the author of this letter. They have been 
lifted in part or wholly from writings or statements of 
people who are considered experts on the subject. 
Every effort has been made to present these arguments 
in an unbiased manner. 


Arguments Favoring Compulsory Social Security 
for Doctors 


Tue Puiosopny oF Sociat SECURITY 
A few words should be said about the philosophy of 


social security. On the heels of the depression in 1930, 
the “philosophy of federal concern for services and 
benefits traditionally discharged by states, communi- 
ties, and individuals” began to develop. There was a 
growing conviction among many that federal uncon- 
cern for its citizens’ problems is synonymous with na- 
tional irresponsibility. Pressing needs created by eco- 
nomic crisis (e.g., the depression) cannot always be 
solved personally, regardless of the intention of the 
individual involved ; there is a social and group charac- 
ter to the problem. 

The quest for security and protection in old age or 
after death in an era of high costs, high taxes, declining 
earnings later in life, and general economic uncer- 
tainty is a legitimate one. Thus in 1935, the basic 
principle of using federal funds to advance the social 
security of all citizens won widespread popular support 
and has apparently become more popular with passing 
time. 

President Eisenhower in his social security message 
of January, 1954, said that OASI developed in response 
to a need “arising from the complexities of our modern 
society.”’ The system is not intended as a substitute for 
private savings, insurance plans and insurance pro- 
tection. It is intended rather as a foundation upon 
which other forms of protection can be soundly built. 
Thus, the individual’s own work, his planning and his 
thrift will bring him a higher standard of living upon 
his retirement, or his family a higher standard of living 
in the event of his death than would otherwise be the 
case. Hence the system both encourages thrift and 
helps to prevent destitution in our national life. 


Computsory COVERAGE OR NOTHING 


Many doctors have expressed a desire for voluntary 
coverage under social security. This would seem to be 
out of the question because it is not actuarially sound 
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and because Congress will not pass a bill giving this 
special privilege to self-employed doctors. Therefore, 
doctors either accept compulsory’ coverage or get 
nothing at all. Furthermore, it is unlikely that doctors 
will obtain a tax-deferment retirement program, as 
provided in the Jenkins-Keogh bill, until they are 
covered by compulsory social security. 


Doctors STAND ALONE IN OPPOSITION 


All other organizations of self-employed professional 
people have endorsed the principle of compulsory 
coverage. Lawyers, who should certainly have a bet- 
ter understanding of the laws of the land than their 
medical colleagues, have accepted the program. Life 
insurance underwriters have not objected to OAST; 
they must therefore consider it preferable in some re- 
spects to private insurance. 


PRIVATE INSURANCE COMPANIES CAN’T OFFER SAME 
BENEFITS 


Private insurance companies can’t administer a simi- 
lar program at less expense. A doctor must pay $7,000 
to $25,000 more than a dentist or lawyer pays for re- 
tirement and life insurance. The survivors of an indi- 
vidual covered by OASI stand to gain as much as 
$38,000, with a much more likely figure being $34,000, 
in the event of his death. 

The pension for a dentist or lawyer approaching 65 
and retirement may provide ridiculously high returns 
on investment. Using an extreme example, a man may 
obtain a pension for himself and his wife of $162.80 
for a payment of only $189 in taxes over an 18-month 
period before retirement. There are special advantages 
for an individual who is entirely uninsurable or insur- 
able only at high rates. 

Arguments to the effect that private insurance com- 
panies offer programs comparable in cost and benefits 
to OASI do not consider the combined package rep- 
resenting the very considerable survivor protection and 
appreciable retirement program. 


Some Docrors STanp To Lose OASI Crepits 


Many self-employed doctors have some OASI credits 
as a result of military service, teaching, previous 
salaried positions, etc. If these self-employed doctors 
are to continue to be excluded, these credits will be 
lost. 


OASI Sotvency May Require GENERAL TAXATION 


The question arises as to whether the whole social 
security system is actuarially unsound and hence may 
break down or not pay off in full. It seems fair to as- 
sume that if social security funds prove to be inade- 
quate to pay the promised benefits, the deficiency will 
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be made up out of general revenue. Since we mu-t 
make up this extra revenue in the form of general tax: ., 
perhaps we should share in the benefits which we a ¢ 
helping to finance. 


AVERAGE RETIREMENT AGE OF MEN 6814-69 YEaRs oF 
AGE 


The argument is made that only one out of seven 
doctors retires between the ages of 65 and 72. This 
carries the implication that all other persons in the 
social security system retire promptly at the age 65 
so that doctors would pay for the retirement costs of 
others. On the contrary, the average retirement aye 
for men since the OASI system began has been be- 
tween 681% and 69. 


SoctaL SecurIry ACCEPTANCE Won’r REGIMENT THE 
PROFESSION 


Compulsory coverage does not mean regimentation 
of the profession. Self-employed businessmen, who 
have been covered by OASI since 1951, have not ex- 
perienced more regimentation than doctors during this 
time. 


CARRYING PRINCIPLE Too Far 


Social security is obviously here to stay. It is foolish 
for doctors to miss this “gravy train” ride merely for 
the sake of principle. 


SoctaL Securtry FoR Docrors Dorsn’r MEAN More 
GOVERNMENT IN MEDICINE 


The inclusion or exclusion of physicians under 
OASI, while it is vitally important to us as individuals, 
cannot itself stimulate further government intrusion 
in the field of medicine. 


Docrors Have A SociaL OBLIGATION TO MEET 


If social security coverage were extended to all 
groups, several benefits to the system itself would flow 
from the very fact of completeness. This would tend 
to reduce the proportionate costs of benefits. Most im- 
portant of all, complete coverage would in a matter of 
ten years or so reduce the need for public assistance 
to a bedrock minimum. 


Puysicians’ STAND IMPORTANT IN PuBLIC RELATIONS 


Physicians alone oppose social security coverage. 
Is this likely to be regarded by the public as a con- 
scientious effort on the part of a militant group of 
freedom-loving Americans bent upon thwarting a pater- 
nalistic government from further socializing the nation? 
Or, is it likely to be regarded as an effort by a well- 
heeled profession more concerned with its own selfish 
interests than with the interests of the nation as a 
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whole? This could be important in our public rela- 


tions. 


Arguments Opposing Social Security for Doctors 


OASI REPRESENTS PHILOSOPHY OF CREEPING SOCIALISM 


Few would argue that the social security program 
arose from a real need in the early 1930’s following 
the depression and has served and will continue to 
serve a useful function. However, since its inception, 
there seems to have been a change in political think- 
ing. What was originally set up as a plan to provide a 
minimum of protection for the poor is now being ex- 
tended into all phases of our country’s social and 
economic body. 

Again, few would argue that the federal government 
has a vital role to play in solving the problems of its 
citizens. However, too much substitution of individual 
responsibility by social or federal responsibility leads 
to a compromise of our independence and to a de- 
terioration of the moral fiber of the nation. 

There is little or no difference in the philosophy of 
compulsory old age and survivors insurance and the 
philosophy of compulsory health insurance. Doctors 
cannot divorce one from the other and accept the so- 
called “bargain rates” of social security for themselves 
and loudly deny the so-called “bargain rates” of 
socialized medicine to their neighbor’s children who 
are in need of medical care. The entire concept of social 
security has as one of its basic features the socializa- 
tion of health services. This has been proved by the 
course of social security legislation followed in Euro- 
pean countries. As recently as 1947, legislation was 
proposed in the Congress of the United States to effect 
a compulsory health insurance program in this coun- 
try. This legislation was largely formulated by the 
Social Security Administration at that time. Disability 
benefits enacted by Congress earlier this year in HR 
7225 bring the Social Security Administration closer 
to the regulation of medical care. 


OrGaNizeD MEDICINE Favors JENKINS-KEOGH BILLs 


Most physicians favor voluntary social security cover- 
age but recognize the fact that such legislation is ex- 
tremely unlikely. In preference to compulsory coverage, 
organized medicine is giving its active support to the 
Jenkins-Keogh bills. These bills would amend the 
Federal Internal Revenue Code so that self-employed 
physicians and others would have the same tax de- 
ferment advantages on the amounts set aside for re- 
tirement as are now enjoyed by officers and employees 
of corporations and associations, and others. A recent 
congressional poll indicates that this legislation has a 
good chance of passage this session. 
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SocraL Security Is Nor INsuRANCE 


The OASI program is not really an “insurance” 
program as it is called. This was ruled by the Supreme 
Court on May 24, 1937. This gimmick has been used 
to make the program saleable to the public. Could there 
be a better way to sell a paternalistic or socialistic 
scheme of compulsory taxation to traditionally inde- 
pendent people than to make its title and terminology 
synonymous in the peoples’ minds with insurance, one 
of our oldest and most honored institutions? Insurance 
provides contractual rights. The Social Security Act 
contains the following reservations of power: ‘The 
right to alter, amend, or repeal any provision of the 
act is hereby reserved to the Congress.” 


OASI, THE FINANCIAL FRANKENSTEIN OF THE CENTURY 


The existence of the social security program, fi- 
nancially and politically unsound as it is, constitutes 
one of the greatest hazards of the century. By 1954, 
the social security accrued liability had reached the 
astounding figure of 280 billions dollars, equalling 
the debt that we have been able to build up in all 
other ways in the entire history of our country. There 
appears to be considerable doubt that this liability 
can be covered by existing social security tax laws. 


Socrat Securtry Tax Poorty PROTECTED 


There is talk of the protection of the “insurance 
trust fund.” The social security booklet states that 
“the reserve portion of the trust fund—that is, the 
part not required for current disbursement—is invested 
in interest bearing United States government securi- 
ties.” This means that the reserve portion is given by 
the government to the government in return for govern- 
ment bonds on which interest is to be paid into the 
“trust fund.” This in turn means that the government 
must pay the government interest and principal in the 
future so that promised benefits can be paid. That part 
of the social security tax dollar, not immediately spent 
for benefits or administration, undoubtedly is used for 
other government expenses. This is not a way of putting 
money to work to earn more money. The principal way 
for this money to come back to the government is 
through general taxation. 


Puysicians Don’r WanT FEDERAL CHARITY 


Physicians as a group do not seek federal charity. 
Persons receiving OASI primary insurance benefits at 
the end of 1952 had already received on the average, 
or were to receive $24 for each fifty cents they had paid 
in taxes plus the fifty cents paid by their employers. 
The amendments of 1954 boosted the ratio to at least 
$30 for each fifty cents. Thus, today 96 to 97 per cent 
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of the pension is a gift to the senior citizens from the 
taxpayers. The argument that we should accept those 
windfall benefits because almost every eligible citizen 
will, has little appeal to physicians when their basic 
struggle is to preserve the free practice of medicine. 


OASI Discriminates AGAINST HIGHER INCOME Groups 


Although retirement and survivor payments increase 
according to the amount of taxes paid, the program is 
weighted in favor of the low income groups. Further- 
more, there is every indication that the tax base will be 
raised from the present $4,200, thereby creating an 
additional burden on the higher income groups. It has 
risen 40 per cent in five years; a proposal now before 
Congress would raise it to $4,800. Each physician 
might ask himself the following question: If I were a 
politician anxious to please the largest number of 
voters, would I favor raising the social security tax 
base figure so that more benefits could be promised? 


PrivaTE CoMPANIES OrreR YounGc Docrors BETTER 
Lire INSURANCE 


Advocates of compulsory coverage for physicians 
contend that self-employed physicians with young 
children could well afford to pay the entire social se- 
curity tax for the sole purpose of obtaining survivor- 
ship benefits. Actually, equal or greater benefits can 
be purchased from life insurance companies at a lower 
cost. This can be done through decreasing term in- 
surance (family income rider). 


On ty OnE IN SEVEN Docrors RETIRES BEFORE AGE 75 


Most self-employed physicians do not retire. Cur- 
rently about six physicians out of seven in the age 
group 65-75 are engaged in the active practice of medi- 
cine. Thus, the provisions of the OASI relative to re- 
tirement simply do not fit the economic pattern of the 
self-employed physician. 


GOVERNMENT RESPONSIBILITY SYNONYMOUS WITH 
INDIVIDUAL IRRESPONSIBILITY 


Those favoring social security contend that ‘“‘the 
purposes are so worthwhile that we as doctors and 
humanitarians should back them. They say that social 
responsibility is part of civilization and that it should 
increase. Unfortunately in the history of civilization, 
social (or government in their minds) responsibility 
has always been synonymous with individual irrespon- 
sibility. As the latter grows, economics and civiliza- 
tions decline and die, or are killed. Those who wish to 
be “humanitarians”’ actually have the greatest stakes 
in keeping social security sound. The self-employed 
physicians have nothing to be ashamed of in relation 
to their dollar contribution to humanity at large. 
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When we see the ‘humanitarians’ always so ready io 
give generously of the time, talent, training, energics 
and incomes of others, making contributions of coi- 
parable value to society, then we will listen with more 
sympathetic, but not less critical ears, to their Utopia 
—you to pay!—schemes and dreams. 


Computsory SociAL SecuRITY ADVOCATED BY 
Puysicians ForuM 


Most doctors have recently received literature ad- 
vocating compulsory social security from a group 
known as the Committee on Social Security for Doctors 
of the Physicians Forum. The source of this material 
should immediately cast doubt on the accuracy and 
objectivity of its message. Most physicians will recall 
that the Physicians Forum was the only medical organ- 
ization in the country that supported national com- 
pulsory health insurance and will not look kindly on 
any cause that it supports. 

Numerous arguments on both sides of less impor- 
tance were omitted in an effort to keep the length of 
this letter within reason. 

For a detailed discussion of the subject slanted to 
paint a dismal picture of social security for doctors, 
and filled with figures as well as facts, the reader is 
referred to “Social Insecurity—the Trap Awaiting the 
Young M.D.,” in the September 15, 1956 issue of The 
Journal of the American Medical Association. A rebuttal 
of these articles by a government actuary can be found 
in an office memorandum to Mr. Charles I. Schottland, 
Commissioner of Social Security, from Mr. Robert J. 
Myers, chief actuary of the Division of the Actuary. 
For an objective statement of the financial benefits and 
restrictions of social security as compared with private 
insurance, see Report of Special Committee on OASI 
(Social Security) in the December, 1954 issue of The 
New York State Dental Journal. For any of you who 
would like to make a thorough study of the subject, 
a complete bibliography will be furnished. 


Summary 


The subject of social security for doctors is of vital 
importance to each of us and deserves all the attention 
we can give it. As AMA President Murray has said, the 
issue is primarily one of personal philosophy, eco- 
nomics and preferred alternatives. We have attempted 
to establish a definite policy regarding our own feeling 
on this issue but presently find ourselves in a state of 
indecision. From a practical standpoint, the arguments 
for coming in under OASI appear most compelling. In 
principle and philosophy, however, social security be- 
comes a sugar-coated, socialistic pill which goes down 
only with extreme difficulty. 
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The Academy's postgraduate study requirements, the defi- 
nition of acceptable study, and the policy on classifying 
courses and programs were approved by the Congress of 
Delegates, March 25, 1957. They are published here for 


information to all members. 


PART I 


AAGP Postgraduate Study 
Requirements 


THE PRESENT REQUIREMENT for continued membership 
in the American Academy of General Practice is 150 
hours of postgraduate study credit every three years, of 
which not less than 50 hours shall be under Category I. 


Definition of Acceptable Postgraduate Study 


All courses in all categories must be of high educa- 
tional, ethical and medical standards. 


Carecory I 


(a) Any postgraduate course given by an accredited 
medical school or recognized postgraduate medical 
school. 

(b) Any course sponsored* by the American Acad- 
emy of General Practice or by any of its constituent 
state or territorial chapters or by a medical school 
administrator, approved in advance by the regional 
advisor of the Commission on Education, and processed 
by the AAGP or its constituent state or territorial 
chapter. 

(c) The Annual Scientific Assembly of the American 
Academy of General Practice. 

(d) The Annual Scientific Assembly of each state 
chapter providing it be approved in advance by the 
regional advisor of the Commission on Education. 

(ce) The publication of a scientific paper by a member 
in a state or national medical journal, or the presenta- 
tion of any original scientific paper to a medical audi- 
ence at the county level or above, or the preparation 
and presentation of a scientific exhibit at a medical 
mecting at the state level or above shall receive ten 
hours’ credit. Scheduled teaching of medical students 
through a medical school shall receive credit for each 
hour of actual teaching. 
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* Definition of Sponsorship: Sponsorship by the Amer- 
ican Academy of General Practice or any of its con- 
stituent state or territorial chapters shall be defined as 
taking an active part and having an AAGP member on 
the program committee of the course being offered. 
This committee‘-member must be one who is on the 
AAGP national, regional, territorial, state or local 
chapter program committee or education committee. 
It must include active participation in and planning of 
the course offered. AAGP sponsorship is not to be con- 
fused with mere endorsement or approval of the quality 
of the course being given. 

Excess hours accrued under Category I may be 
applied to Category II. 


National and Major Regional Scientific Meetings 
Classified as Category I by the Commission on Education 


Annual Scientific Assembly of the American Aca- 
demy of General Practice 

Invitational Scientific Congress of the American 
Academy of General Practice 

New England Postgraduate Assembly 

Programs of the General Practice Section of the 
American Medical Association 

Southern Pediatric Seminar 


Catecory II 


(a) The scientific meetings of the American Medical 
Association. 

(b) Local and state medical society regular annual 
scientific meetings. 

(c) Hospital staff scientific conferences and clinical 
pathologic conferences. 

(d) Postgraduate seminars and assemblies not other- 
wise covered in Category I. 


National and Regional Organizations’ Annual Scientific 
Meetings Classified as Category II 


Aero Medical Association 

American Academy of Allergy 

American Academy of Neurology 

American Academy of Ophthalmology and Oto- 
laryngology 

American Cancer Society 

American College of Allergists 

American College of Chest Physicians 

American College of Gastroenterology 

American College of Obstetricians and Gynecologists 

American College of Physicians 

American College of Surgeons 

American Committee on Maternal Welfare, Inc. 

American Congress of Physical Medicine 

American Diabetes Association 

American Fracture Association 
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American Heart Association 

American Medical Association 

American Psychiatric Association 

American Society of Anesthesiologists 

American Trudeau Society 

American Urological Association 

Association of Military Surgeons of the United States 

Endocrine Society 

Gulf Coast Clinical Society 

Industrial Medical Association 

International Academy of Proctology 

International Medical Assembly of the Interstate 
Postgraduate Medical Association of North 
America 

International College of Surgeons 

Kansas City Southwest Clinical Society 

Mississippi Valley Medical Society 

National Gastroenterological Association 

National Medical Association 

New Orleans Graduate Medical Assembly 

Northern Tri-State Postgraduate Medical Assembly 

Rocky Mountain Medical Conference 

Southeastern Allergy Association 

Southeastern Surgical Congress 

Southern Medical Association 

Southwestern Medical Association 

Tri-State Obstetrical Seminar 

United States Public Health Service 

World Medical Association 


PART 


AAGP Commission on Education 


Policy and Procedures 
on Classifying Programs 


Carecory I 


IN DEVELOPING and refining the definition of acceptable 
postgraduate study, the Commission on Education kept 
in mind the Academy’s original concept of continued 
postgraduate education. One of the basic functions of 
the Academy is to assist its members in keeping up to 
date with advances in medicine by developing and con- 
ducting courses and programs designed specifically for 
general practitioners. It is also recognized that physi- 
cians should not lose touch with their medical schools. 
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Of the 150 hours of study required every three years. t 
was decided by the Board of Directors, in 1949, that ©) 
hours (or one-third) of the total hours should be o :- 
tained by attending courses under Category I. 

As stated in the definition of “sponsorship,” me 
endorsement of a program is not sufficient to make it in 
Academy program. It is the intent of the commission 
that the Academy sponsored programs at the national, 
regional, state, territorial, and local levels be controlled 
by the Academy through a regularly appointed pro- 
gram committee or committee on education. 

Standard report forms will be made available to all 
state chapter officers and committee chairmen. Prelim- 
inary information on a program will be sufficient in 
most cases for classification. The determination of which 
category a particular program or course falls within de- 
pends primarily on who is initiating, planning, con- 
ducting, and directing it. However, it should first be 
determined that the proposed program or course is of 
high educational value and that it will be organized and 
conducted in keeping with acceptable professional and 
ethical standards. 

A new organization desiring classification and ac- 
ceptance of its program should be investigated before 
acceptance is authorized. In cases where an organiza- 
tion located in one state conducts a program in another 
state, both state chapters should be consulted by the 
Commission on Education regional advisor. The state 
chapter chairman should not wait until a program is 
ready to be printed if he desires to have an announce- 
ment of the Academy’s classification included. Under 
no circumstances should a state chapter chairman 
authorize a statement on Academy acceptance of a pro- 
gram without approval by the regional representative 
of the Commission on Education responsible for that 
region. 


Catecory II 


It is important that general practitioners participate 
in the scientific programs of other medical organizations. 
Therefore, 100 hours (or two-thirds) of the total study 
requirement may be acquired by attending and partici- 
pating in other organizations’ postgraduate courses or 
programs under Category II. 

For the Academy’s purpose, there are two classifica- 
tions of postgraduate study required of members. Cate- 
gory I includes Academy programs and medical school 
courses; Category II includes other postgraduate pro- 
grams of equal quality provided by other medical or- 
ganizations. It is to be emphasized that the classification 
of Category I or Category II does not attempt to assess 
a value on the quality of the course. There is no impli- 
cation that Category II courses are inferior to those in 
Category I. 
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ANNOUNCEMENT OF CREDIT AUTHORIZED 


Any organization desiring to state on its official an- 
nouncement of a postgraduate program that members 
of the American Academy of General Practice will 
receive a specified number of hours credit, under either 
category, must have written authorization from the re- 
gional representative of the Commission on Education. 
A statement from a local or state chapter of the Ameri- 
can Academy is not sufficient—it must be authorized by 
the Commission on Education through one of its re- 
gional representatives. 


COMMISSION ON EpUCATION’S RESPONSIBILITY 


The By-Laws of the Academy provide that “No mem- 
ber shall be re-elected to membership who has not dur- 
ing the period of the preceding three years, completed 
a minimum of 150 hours in postgraduate study of a 
nature acceptable to the Board of Directors.” The By- 
Laws also provide that the Commission on Education is 
responsible for evaluating the acceptability of various 
types of postgraduate study for fulfilling the require- 
ments for continued membership. The Commission on 
Education cannot delegate this responsibility to state 
chapter officers or committees. It is necessary therefore 
that state chapter officers and committee chairmen ob- 
tain written authorization from the Commission on Edu- 
cation regional representative before announcing the 
classification of any program or stating that members 
will receive a specified number of hours credit for 
attendance. 


CERTIFICATION OF ATTENDANCE 


By action of the Congress of Delegates in March, 
1957, the Academy no longer requires that a school or 


organization conducting Category I courses or programs 
certify to the American Academy of General Practice 
members’ attendance. However, state chapters may 
make their own arrangements for obtaining certification 
of attendance for their own records. 


EXTENSION COURSES 


The commission has ruled that Category I credit for 
enrollment in any medical school extension course shall 
be based on certification by the school that the member 
has successfully completed the course as determined 
by a written examination. This statement was approved 
by the Board of Directors and Congress of Delegates of 
the Academy in March, 1957. 


TEACHING AIDS 


The commission believes that films, kinescopes and 
tape recordings are all teaching aids which may be used 
in developing and conducting postgraduate programs. 
It does not believe it necessary or desirable to classify 
or list individual films, kinescopes or tape recordings, 
nor the organizations that produce or distribute them. 
The program in which these aids are used should be 
judged on its merit. Local groups in the more remote 
districts should be encouraged to use these teaching 
aids in developing their programs. 


CREDIT FOR STUDY IN FOREIGN COUNTRIES 


The commission’s policy on this is that a member’s 
claim for study in foreign countries must be considered 
on an individual basis. A member claiming such credit 
must file his claim with the state chapter. The state 
chapter secretary should request a ruling on the ac- 
ceptability of the study from the regional advisor of the 
Commission on Education. 


Building Radioactive Since 1951 


A Bumpine in Cincinnati, Ohio, that was last occupied by Keleket, Inc., makers of x-ray 

equipment, has stood empty since 1951 because it was contaminated by the explosion of a 

capsule of radium. The premises were immediately washed down and contaminated machinery 

was crated in lead and shipped to Oak Ridge, Tenn., for burial. Nevertheless, later workmen 

were able to detect radium dust in every corner. Last September when an application for 

permission to use the building as a rest home was received by the board of health, tests 
. showed that the building was still dangerously radioactive. 

Kettering Laboratories, which has examined the structure, has reported that eventually 
repeated scrubbings and time might render it safe for occupancy if some areas were buried in 
concrete and if a constant check for radioactivity were maintained. Keleket went to court soon 
after the accident and asked $200,000 from its insurance company. A ruling is still pending. 
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— Science, 124: 883, 1956. 
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Stimulating Reference Books to Answer 
Some of Your Most Salient Questions 


Ode today from 
THE V. MOSBY CO. 


PRACTICAL USE of OFFICE LABORATORY and X-RAY 
By Paul Williamson, M.D.—346 pages. Ready October 30. Price, $10.75 


A book that will double the information obtainable from office laboratory and x-ray. Not a com- 
pendium of techniques, but a simple discussion of what tests to order and what the test results 
mean. The x-ray section shows how to get maximum information from office films. Written in an 
easy-to-read, conversational style, this book is thorough without being exhaustive, accurate with- 
out belaboring minutae, and authoritative without pedantry. 


CLINICAL UROLOGY for GENERAL PRACTICE 
By Justin J. Cordonnier— 252 Pages, 47 illustrations. Price, $6.75 


This much-needed manual for the general practitioner is compact and divided into appropriate 
sections for easy reference. A brief concept of pathophysiology introduces each section. The more 
commonly encountered urologic disturbances are concisely described, with excellent, current 
therapeutic approaches. Gives sound advice on both what to do and what not to do. 


CLINICAL LABORATORY METHODS and DIAGNOSIS 
By R. B. H. Gradwohl. Fifth Edition. 2 Volumes. 2451 pages, 
765 illustrations, 53 color plates. Price, per set, $38.50 


Encyclopedic in scope and modern in content. It provides everything the title implies and a great 
deal more, making available to the clinician a reference guide which is almost a complete library 
in itself. The general plan of the book includes a detailed description of nearly all the modifications 
of the different laboratory procedures—followed by a discussion of the interpretation of the results. 


SYNOPSIS of GYNECOLOGY 
By Robert J. Crossen. 4th Ed. 255 pages, 132 illustrations. Price, $5.25 


Here is a ready reference work presenting essentials unobscured by detail. Briefly, the book 
covers anatomy, embryology, and physiology of the female genial tract; gynecologic diseases 
with etiology, pathology, symptomatology and medical treatment and minor operative treatment. 
Endocrine function is discussed in general and also under the specific gynecologic disturbances 
where it applies. 


THE C. V. MOSBY COMPANY, 
3207 Washington Blvd., 
St. Louis 3, Missouri. 


Gentlemen: Send me the book(s) checked with (X). [] Attached is 
my check. [] Charge my account. 


C) Williamson “PRACTICAL USE of [(] Cordonnier “CLINICAL UROLOGY 


13207 Washington Ave. 
St. Lovis 3, Mo. 


OFFICE LABORATORY and X-RAY” for GENERAL PRACTICE”. .$6.75 
oO Gradwohl “CLINICAL LABORA- 
e Crossen “SYNOPSIS OF GYNE- TORY METHODS AND DIAGNOSIS" 
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Practical Office Gynecology. By Albert Decker, M.D. and Wayne 
H. Decker, M.D. Pp. 400. Price, $10.50. F. A. Davis Co., Phila- 
delphia, 1956. 


Tue First PART of this book is similar to any complete text- 
book, dealing as it does with the history and physical ex- 
amination of the patient. Included are special examinations 
pertaining to gynecologic problems, such as cervical, endo- 
cervical and endometrial biopsy. These procedures are 
described in concise, easy-to-follow steps and are accom- 
panied by helpful illustrations. Other examinations, which 
the authors have spent considerable time and effort in de- 
scribing, are hysterosalpingography, cul-de-sac puncture 
and culdoscopy. Except in rare instances, these latter pro- 
cedures would be used more by the specialist in gynecology 
than by the generalist. 

Some portions of this book are of particular benefit to 
those doing general medicine. The chapters on “Disorders 
of Menstruation,” “Hormone Therapy in Gynecology,” 
“Leukorrhea” and “Cancer Detection in Women” are 
especially valuable. It is apparent that the authors, for- 
tunately, teach a rather conservative approach to surgical 
intervention in gynecologic conditions. For instance, in 
dealing with carcinoma of the cervix, they maintain that 
surgery is effective only in selected early stages. 

In the final chapter is a list of 31 axioms which, if we 
were to learn and follow, would enable us to practice good 
office gynecology. 

This book is well written in concise, simple fashion, is 
accompanied by adequate illustrations and has a good 
bibliography and index. For the most part, I think the 
father and son authors have made it practical office gyne- 
cology, as the title implies. It is a good review of the sub- 
ject and would be a worthwhile addition to the medical 
library of any general practitioner. 

—Merrit M. Cross, M.D. 


Diabetes Mellitus. With Emphasis on Children and Young Adults. By 
!. $. Donowski, M.D. Pp. 510. Price, $13.50. The Williams & 
Wilkins Co., Baltimore, 1957. 

Thus Is an excellent monograph, not a textbook. There is 

av important difference. The monograph effects a complete 
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Practitioner's Bookshelf 


coverage of the subject, with considerable detail, graphs 
and many references. The reviewer counted 136 pages of 
references; and at times the text becomes quite cluttered 
with superscript numerals. It is very thorough. Some of 
the material is beyond the usual needs of practicing physi- 
cians, such as the chapter on “The Relation of Experi- 
mental to Human Diabetes.”” However, it is more than com- 
pensated for by such chapters as “Food and Diets,” “The 
Use of Insulin,” and “Diabetes Acidosis.” 

This monograph is recommended for all physicians who 
treat diabetes. The printing is good, illustrations are good, 
and it is very readable. It is worth its price. 

Cooper, M.D. 


Surgery of the Hand, 3rd ed. By Sterling Bunnell, M.D. Pp. 1,079. 
Price, $22.50. J. B. Lippincott Co., Philadelphia, 1956. 


ALTHOUGH THIS BOOK is quite long, I do not know how it 
could be so complete and well written if it were shorter. I 
believe it should be in the library of most doctors—certain- 
ly, everyone who does plastic surgery, orthopedic surgery, 
neurosurgery, general surgery and general practice. Read- 
ing this book will help prevent serious hand disabilities. 

The section on the normal hand is very complete. 
Skeletal structures are well described, which is of distinct 
value, especially in interpretation of x-rays. 

The author discusses determination of permanent or 
partial disabilities. He gives some clues for deciding whether 
the patient is a malingerer. He touches briefly on writing 
reports for disability ratings and for insurance companies, 
as well as various compensation commissions. 

Often patients have had prolonged immobilization result- 
ing in stiff fingers and stiff joints elsewhere that were en- 
tirely unnecessary. None of these disabilities will occur if 
principles in this book are applied. 

Another exceedingly important point made is discourage- 
ment of passive motion (forcing fingers into motion under 
anesthesia when they have some stiffness, which results in 
greater disability rather than less). 

An excellent chapter on operative technique contains an 
especially good discussion of skin asepsis or the lack of it and 
the importance of using a tourniquet. Other exceedingly 
instructive sections discuss amputations, Dupuytren’s con- 
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whenever fistulas or 
stones cause painful 
mucosal lesions in 

the urinary tract... 
other measures may be 
indicated to correct the 
| injury...but Pyridiunt 
is the specific for fast 
relief of pain, urgency, 


frequency and burning. 


tracture, the pectoral girdle, reconstruction of bone wor'. 
surgical repair of joints and repair of nerves. 

The section on tendons should be a must for everyon.. 
Most doctors encounter cases which need tendon repai . 
and understanding the physiology and pathology of tendo... 
and tendon repair is helpful in reaching a satisfactory resu|:. 

The time limits on different types of injuries, and wh. 
should be done now and what should be done later, are 
discussed in detail. When to repair and close a wound, or 
when to debride it and leave it open, are very important 
elements in surgical judgment. Surgical preparation and 
anesthesia also are discussed. 

This book is exceedingly well written and describes cou:- 
ditions that will be encountered by anyone who practices 
medicine. —FRANK FIEREBEND, M.D. 


A Text-Book of Gynaecology for Students and Practitioners, 10th ed. 
By James Young, M.D. Pp. 523. Price, $9.00. The Macmillan 
Co., New York, 1957. 


THIS BOOK carries as its subtitle the notation, “For Stu- 
dents and Practitioners.” This is exactly the scope of the 
book. It contains a very fine review of the anatomy and 
physiology of gynecology. It would be an excellent review 
for practicing physicians and would be a comprehensive 
anatomy and physiology text for the student. The type is 
somewhat small but is clear. There are many black and 
white illustrations, both photographs and schematic draw- 
ings. There are not many colored pictures. The diagrams, 
however, are clear and perhaps are better teaching instru- 
ments than colored photographs would be. One good 
feature is that pictures of common gynecologic instruments 
are included in many places. 

In spite of the English spelling of many medical terms, 
this would be a valuable book on any general practitioner’s 
bookshelf because the principal emphasis is on office pro- 
cedure. In addition, some hospital surgical procedures are 
described. This book is perhaps somewhat smaller and more 
condensed than the average American textbook on this 
subject. —Norman R. Boouer, M.D. 


The Principles and Methods of Physical Diagnosis, 2nd ed. By Simon 
S. Leopold. Pp. 537. Price, $9.00. W. B. Saunders Co., Phila- 
delphia, 1957. 


THOUGH ONLY NOW in its second edition, this textbook of 
physical diagnosis has found wide use in medical schools. 
Perhaps its appeal lies in its lack of material that is not 
strictly physical diagnosis—such as descriptions of disease 
and laboratory or other special procedures. 

The content is divided conventionally into examination 
by regions, with separate chapters on neurologic and pedi- 
atric examinations. A special feature is a chapter by a physi- 
cal scientist on acoustic principles applied to sounds from 
the thorax. Dr. Leopold terms this the “physics” of physi- 
cal examination. An understanding of this enlightening 
chapter puts our interpretation of auscultatory findings in 
the chest on a scientific basis. 

The book is very well illustrated (379 illustrations, 25 
color plates), concise and well constructed. It should con- 
tinue to serve as a good medical school textbook. Further, 
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it should be a valuable addition to the libraries of all physi- 
cians who do not have fairly recent references in the field of 
physical diagnosis. —Joun C. Ross, 


The Investigation of Death. By Donald Karl Merkeley, M.D. Pp. 138. 
Price, $4.50. Charles C Thomas, Springfield, Ill., 1957. 


Tuis Is an interesting little treatise written primarily for 
police officers. In its simplicity, it is well written. 

Although I found it interesting bedtime reading, I be- 
lieve physicians can struggle along without this book in 
their libraries. 

For pathologists and those interested in autopsy work 
for coroners’ offices, this is a useful basic reference book.’ 
Also, perhaps those who find ‘'Whodunit” a frustrating 
necessity, should have this book. The mechanics of the 
types of deaths are discussed from the standpoint of police 
investigation. 

Every chapter concludes with a summary headed “Points 
in Investigation.” The topics covered stress the so-called 
natural death as differentiated from violent death. Autop- 
sies, signs of death and types of injuries are discussed. The 
handling of evidence and a few points on medicolegal prob- 
lems, blood stains and toxicology are basically fascinating. 

For beginners in forensic medicine—read the book. It’s 
short. —Josern W. TELFrorD, M.D. 


Etiologic Factors in Renal Lithiasis. By Arthur J. Butt, M.D. Pp. 370. 
Price, $12.50. Charles C Thomas, Spring field, Ill., 1956. 


THIS NEW PUBLICATION is highly recommended for all physi- 
cians. It is an essential addition to the urologist’s library. 

Compiled and edited by Arthur J. Butt, M.D., who has 
been very active in research of renal lithiasis, and written 
by 20 contributors, all specialists in their respective fields, 
this publication presents all the latest research and theories 
concerning renal lithiasis. 

From the opening chapter of “History of Renal Lithi- 
asis” to the closing ‘‘Pathogenesis of Renal Lithiasis,” the 
material and presentation fascinate the reader. Each con- 
tributor presents in complete and convenient form all that 
is currently known about the etiologic factors responsible 
for each specific type of renal stone. There are excellent 
illustrations of the material presented, including surgical 
correction of anatomic factors that influence renal lithiasis. 
The use of the electron microscope and methods of study- 
ing urinary colloids are of particular interest. 

Even though the busy general practitioner may be flooded 
with medical literature, I highly recommend this publica- 
tion because of its information and enjoyable readability. 

—Tuomas E. McMILtan, M.D. 


Pre and Postoperative Care in the Pediatric Surgical Patient. By Wil- 
liam B. Kiesewetter, M.D. Pp. 347. Price, $7.00. The Year Book 
Publishers, Inc., Chicago, 1956. 


It is clearly stated in the preface to this book that it was 
written for the use and benefit of the surgical house staff at 
the Children’s Hospital of Pittsburgh. Itis written mostly 
in vutline form and as such is of value only as a ready 
rel: rence for a specific case that an intern or resident might 
ha:. [am impressed with the repetition in the outlines of 


GF October 1957 


in any urinary tract disorder 
Pyridiunf is the specific for 
fast relief of pain, urgency, 
frequency and burning 


Brand of Phenylazo-diamino-pyridine HCI) 


WARNER- 


100 YEARS OF SERVICE To THE qroreag PROFESSION 


Pyridium brings relief within 20-25 min- 
utes. Pyridium is compatible with and 
complementary to all specific therapies, 
whether medical or surgical. With 
Pyridium you have greater flexibility in 
the use of any potency or dosage schedule 
required for successful treatment. 


Dosage: 2 tablets before each meal. 
Supplied: Bottles of 12, 50, 500 and 1,000. 


J 
| 
| 
) 
| 
171 


172 


sleepers 


@ One way of beguiling sleep is to keep eyes 
open in the dark. With nothing to see, the 
eyes accommodate to infinity and it is 
difficult to keep them open. The eyelid- 
closing reflex strengthens, and sleep often 
occurs. 


@ An invention to facilitate sleep: the 
automatic crib vibrator. This is designed to 
help mothers and fathers, as well as babies, 
to sleep. 


@ The hypothalamus is suspect as the 


probable center of sleep paralysis—a disorder 


in which temporary paralysis overtakes the 
voluntary muscles after sleep. Repeated mild 
insulin-induced hypoglycemia brought one 
patient complete remission for 9 months. 


When patients must sleep, try LOTUSATE,® 


Winthrop’s newest, dependable intermediate- 
acting hypnotic. In 15 to 30 minutes it 
induces sleep—sleep that lasts a good 6 to 


8 hours. The different shape, size and color— 


slender purple Caplets®—are not easy for 
patients to recognize. They appeal to those 
who resist “‘sleeping pills.’”” Whenever 
slumber is elusive, prescribe Lotusate. This 
new somnifacient offers sure, sound sleep, 
closely resembling the natural, without 
lethargy. 


(|, LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U. S. Pat. Off. 


the various stages of care of the many surgical condition 
listed. I am also impressed with the lack of practical know}. 
edge imparted. 

This book would be of value as a study guide for senicy 
medical students during a part of their surgery block, or «s 
a guide for interns and surgery residents. Its only value \ 
a general practitioner would be one of academic interest. 

The first chapter, which deals with the psychologic 
aspects of anesthesia and surgery in children, is to he 
especially commended. This chapter, reprinted in a bro- 
chure or a journal, would be of interest and value to all 
parents of children who are to be subjected to a general 
anesthetic or surgical procedure, and to pediatricians, 
general surgeons and general practitioners as well. 

—J. MICHAELSON, M.D. 


Surgery Principles and Practice. Edited by J. Garrott Allen, M.D. 
Henry N. Harkibs, M.D., Carl A. Moyer, M.D. and Jonathan 
E. Rhoads, M.D. Pp. 1,495. Price, $16.00. J. B. Lippincott Co., 
Philadelphia, 1957. 


THIS SURGICAL TEXTBOOK is edited by several outstanding 
teachers from some of the finest medical schools in the na- 
tion. These teachers represent medical schools in nearly all 
sections of the country. 

This volume emphasizes the basic physiology, anatomy, 
chemistry and pathology of surgical diseases. It does a 
very fine job in stressing the fact that surgery is an art as 
well as a science. It points out principles rather than de- 
tails, and covers the psychologic basis of surgical practice, 
particularly stressing nonoperative care. Shock, blood 
transfusions and nutrition are well covered. The text out- 
lines the pros and cons of surgical treatment or therapy for 
many important conditions. 

Although this volume is an. excellent textbook for stu- 
dents and those in surgical residencies, it leaves much to 
be desired as a reference book for practicing surgeons. 
Surgical technique is covered only superficially. 

This volume probably fills a great need in the teaching 
program but will probably find very little acceptance from 
general practitioners unless they are cooperating in a 
teaching program. —Matcom E. Puetps, M.D. 


Clinical Neurosurgery. Congress of Neurological Surgeons, 1955, Vol. 3. 
Edited by Raymond K. Thompson, M.D. and Ira J. Jackson, 
M.D. Pp. 261. Price, $10.00. The Williams ¢ Wilkins Co., 
1957. 


Ir 1s the expressed purpose of Volume 3, like Volumes | 
and 2, to establish a permanent record of the outstanding 
contributions in the neurologic sciences. This volume pre- 
sents the specific efforts of Dr. Carl W. Rand, Los Angeles, 
whose illustrious career in neurosurgery found particular 
interest in pituitary tumors, the histologic changes conse- 
quent to head injuries, brain tumor and spontaneous sub- 
arachnoid hemorrhage. Of special note is the newly rec- 
ognized and fairly common condition of carotid artery 
thrombosis. : 

The chapter on hypothermia is especially interesting in 
that it describes a new technique, but there are obvious 
limitations on its use. 
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This volume will definitely have its chief reader appeal 
to those in the neurologic sciences. It represents a some- 
what exhaustive report on the authors’ chosen subject. 
Illustrations, case reports and bibliography are generous. 
The volume is well written, generous in documentation, 
but because of very limited subject material is obviously one 
the general practitioner would not readily include in his 


library. —A. E. RiTT, M.D. 


Management of Abdominal Operations, 2nd.ed. Vols. 1 ¢7 2. By Rodney 
Maingot, F.R.C.S. Price, $32.00. The Macmillan Co., New 
York, 1957. 


Tuts is the most unusual, yet highly interesting and in- 
structive, two volumes on abdominal surgery I have had 
the pleasure of reading. Rodney Maingot has done an ex- 
cellent job of editing contributions of 32 eminent surgeons, 
both in Great Britain and the Commonwealth. 

Volume One is composed of 25 chapters divided into 
two parts—general considerations and regional considera- 
tions. Volume Two contains 20 chapters, also divided into 
two parts. The first is a continuation of regional considera- 
tions of Volume One. The second deals with special 
considerations. 

Each volume contains an index, an advantage in any 
multivolume edition. The illustrations are of very good 
quality. There are about 200 original pictures of operative 
procedures. 

A very unusual feature is that relatively little space is 
devoted to anatomy compared to the large amount of space 
devoted to essentially physiologic considerations. 


ancient motif— 
the lotus— 


= This is Winthrop’s newest intermediate- 


acting barbiturate, a quick, dependable 
somnifacient. Effective in 15 to 30 


a minutes, its action lasts 6 to 8 hours. 


| Different in size, shape and color, 
Lotusate is available in purple 
Caplets®—120 mg. (2 grains). 


These volumes seem to have been written especially for 
postgraduate and senior surgical residents and for fellow- 
ship candidates requiring precise instruction in care of 
patients suffering from destructive lesions of the abdominal 
viscera. 


\ 


A great deal of space is devoted to pre- and postopera- 
tive care as well as to the medical aspects of abdominal sur- 
gery. The techniques of abdominal operations are dis- 
cussed but to much less extent than in the many other 
volumes. 

Generally speaking, I believe these works will prove to 
be of most value to physicians primarily interested in 
physiology and to those seeking detailed data for specialty 
board examinations rather than for doctors already doing 
abdominal surgery. However, even they will find these vol- 
umes very handy reference books. 

—Matcom E. PHELps, M.D. 


Clinical Laboratory Methods, 5th ed. By W. E. Bray, M.D. Pp. 
689. Price, $9.75. The C. V. Mosby Co., St. Louis, Mo., 1957. 


ConTiINUED ACCEPTANCE of this book has led to presentation 
of the fifth edition which will undoubtedly prove to be as 
popular as the previous ones. The book, despite its small 
size, is a comprehensive manual of clinical laboratory meth- 
ods. It includes, in addition to the usual sections on hema- 
tology, urinalysis, clinical chemistry, bacteriology, etc., an 
introductory chapter on general rules and laboratory ex- 
aminations that are of particular value in various types of 
cases. and a chapter on indicators, stains and reagents. 
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Adult somnifacient dosage: 1 Caplet 15 
to 30 minutes before retiring. 
Lotusate is also available in 50 mg. 
(34 grain) and 30 mg. (1% grain) 
Caplets for sedative uses. 


new somnifacient 
brings sleep— 
without lethargy 
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pendent investigators** report relief in 86.5% 
Bediatric patients suffering from colic, pyloro- 
mem, regurgitation. 


@4-year-old girl obtained access to a bottle of 
Memeenty! Syrup and drank nine times the usual adult 
mume. There were remarkably few side effects, 
most noticeable being a mild degree of central 
muervous system stimulation and some drying of 
Seemouth.” No antidote was given or needed. 


SIDE EFFECTS 


mety! hydrochloride appears to be more effec- 
Methan the belladonna group of antispasmodics 
@eeemolers the advantage of virtual freedom from 
mydriasis and xerostomia.’” 


Menardy, G. and Browne, D. C.: South. M. J. 45139, 1962: 2. Heok, 
M. A. Ga. 40:29, 1951. 3. Pakwia, S. F.: Postgrad. Med. 11:23, 
Sees, 4. Guerrero, R.M.; Cancio, R. and Songco, R.: Philippine J. Pediat. 
fon, 1953. 6. Pittman, Jr., A. R. North Carolina M. J. 13:486, 1982. 


AVAILABLE WITH PHENOBARBITAL 


murer the baby who requires sedation, Rx Bentyl 
with Phenobarbital. 


Rx Information 
aeeeeemposition: Each teaspoonful (5 cc.) contains 
Bentyl (dicyclomine hydrochloride), Bentyl 
Seen Phenobarbital adds 15 mg. phenobarbital to the 
formula, 

Infants: % to 1 teaspoonful Bentyl Syrup, 
; Bato fifteen minutes before feeding, not to exceed 
meer (4) doses in a 24-hour period. For infants under 


Bentyl Syrup— 16 oz. and gallon bottles. 
: ~bottles of 100, 500 and 1,000; 20 mg. Tab- 
at Action Tablets—bottles of 100 and 500. 


my) 
Merrell 


SINCE1828 


WM. MERRELL COMPANY 
4 York + CINCINNAT! St. Thomas, Ontario 


— Product of Original Merrell Research 


SELIGHTED BY ACCIDENTAL OVERDOSE*® 


iH AS FLUSHING, FEVER, DRY MOUTH* 


TRADEMARK: 


All of the tests and procedures are described in detail 
and useful references are presented. The book is well 
printed on good quality paper, and covered with a material 
resistant to the various substances certain to get on a book 
used in the clinical laboratory. 

The charts and diagrams are adequate; but many of the 
photomicrographs, particularly those in the section on 
hematology, would be much more effective if reproduced 
in color instead of black and white. There are 18 color plates 
which largely fail to convey their messages because they 
were reproduced from color drawings. 

Physicians who maintain clinical laboratories in their 
offices will find this a convenient and useful manual for 
their technicians, and will occasionally find it a helpful 
reference book for themselves. _—Jesse D. RisinG, M.D. 


ALSO RECEIVED 


Although GP endeavors to publish as many reviews of 
books as possible, space will not permit the review of all 
books received from publishers. 


Calderwood’s Orthopedic Nursing, 4th ed. Revised by Carroll B. 
Larson, M.D. and Marjorie Gould, R.N. Pp. 701. Price, $5.75. 
The C. V. Mosby Co., St. Louis, Mo., 1957. 

Health and Hygiene for the Modern Woman. By Leonard H. Bis- 
hind, M.D. Pp. 219. Price, $3.75. Harper ¢ Brothers, New 
York, 1957. 

Manual of Radiation Therapy. By K. Wilhelm. Stenstrom, Ph.D. 
Pp. 94. Price, $4.50. Charles C Thomas, Springfield, Ill., 1957. 

The Medical Clinics of North America. Symposium from New York 
on Medical Emergencies. Edited by H. Sherwood Lawrence, M.D. 
Pp. 893. Price, $3.00. W. B. Saunders Co., Philadelphia, 1957. 

A Nurse Named Mary. By Alexander Matthews. Pp. 155. Price, 
$3.00. Pageant Press, New York, 1957. 

Principles of Microbiology, 3rd ed. By Charles F. Carter, M.D. 
and Alice Lorraine Smith, M.D. Pp. 665. Price, $5.00. The 
C. V. Mosby Co., St. Louis, Mo., 1957. 

Professional Practice Management. By B. C. Egerter, D.S.C. Pp. 
504. Price, $15.00. Pageant Press, New York, 1957. 

Psychiatric Aspects of School Desegregation. Group for the Advance- 
ment of Psychiatry (Report No. 37). Pp. 94. Publications Office, 
1790 Broadway, New York, 1957. 

Rypins’ Medical Licensure Examinations. Edited by Walter L. Bier- 
ring, M.D. Pp. 964. Price, $10.00. J. B. Lippincott Co., Phila- 
delphia, 1957. 

Speech Correction at Home. By Morris Val Jones, Ph.D. Pp. 138. 
Price, $4.75. Charles C Thomas, Springfield, Ill., 1957. 

Therapeutic Exercise for Body Alignment and Function. By Marian 
Williams, Ph.D. and Catherine Worthingham, Ph.D. Pp. 127. 
Price, $3.50. W. B. Saunders Co., Philadelphia, 1957. 

Understanding Girls. By Clarence G. Moser, Pp. 252. Price, $3.50. 
Association Press, New York, 1957. 

A Visit to the Hospital. By Francine Chase. Pp. 68. Price, $1.50. 
Grosset '¢> Dunlap, Inc., New York, 1957. 

Your Wonderful Body. By Peter Pineo Chase, M.D. Pp. 392. Price, 
$5.95. Prentice-Hall, Inc., New York, 1957. 

Teenagers and Alcohol. A Handbook for the Educator. By Raymond 
G. McCarthy. Pp. 188. Price, $4.00. Publications Division, Yale 
Center of Alcohol Studies, New Haven, Conn., 1956. 

Wire Brush Surgery. By James W. Burks, Jr., MD. Pp. 154. Price, 

$6.75. Charles C Thomas, Springfield, Ill., 1956. 
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release from anxiety 


ULTRAN 


(Phenaalycodol, Lilly) 


helps restore normal emotional 


composure without impairing mental acuity 


Dosage: ‘Ultran’ quickly allays anxiety and tenseness. Broadly 
Usually 1 pulvule t.i.d. 


evaluated under carefully controlled conditions, 
Supplied: ‘Ultran’ has been shown to be unusually safe. There 
end-white pulvules of are no contraindications. It is chemically unique— 
300 mg. not related to any other tranquilizer. 


EL! LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 
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Southerner Specializes in Service to Humanity 


Inrriative and hard work sparked Dr. Marquis C. 
Wiginton’s climb from a humble beginning to the 
status of a leading family physician in the Deep South 
and to a directorate in the Academy. 

Dr. Wiginton, who has practiced in Hammond, La. 
for 25 years, was elected to the AAGP Board this year 
in St. Louis. A familiar face at Assemblies, Dr. Wig- 
inton has served each year as a delegate from Louisi- 
ana. His name appears on the bronze plaque at Head- 
quarters in recognition of his tenure on the Building 
Fund Committee. Just recently he was named to the 
Academy’s Liaison Committee on Mental Health. He 
has held every office in the Louisiana chapter and has 
taken an active role in his district’s chapter. 

Born October 8, 1895, the fourth of ten children to 
M. D. L. Wiginton and Nancy Jane (Friday) Wiginton 
at Tremont, Miss., Dr. Wiginton realized early in life 
that the extent of his education would depend entirely 
upon him. After working his way through the Hamilton, 
Ala. high school, he entered the University of Miss- 
issippi. In 1917-18 he served in World War I and then 

~ returned to the University for his B.S. degree and two 
years of medicine. 

During 1920-21 he was an assistant in anatomy hav- 
ing completed necessary summer training at the Uni- 
versity of Chicago. He then entered Northwestern Uni- 
versity, graduating in 1923. Dr. Wiginton served two 
years as an extern-intern in Garfield Park Hospital, 
Chicago, and then took a one-year internship at Char- 
ity Hospital in New Orleans. 

In 1924 he and the former Miss Emma Mabel Verlan- 
. % der, a trained nurse, were married. Dr. Wiginton 
, modestly attributes much of his success to his wife. 


The Wigintons have five children—Mabel, Marquis, 
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Billy, Louis and Nancy Jane, and an adopted daughter, 
Bobby Sue. Remembering his own struggle for 
an education, Dr. Wiginton has fostered a number of 
needy children in completing their college education. 

One of the accomplishments in which Director Wig- 
inton takes justifiable pride was his help in the early 
checking and elimination of malaria hematuria in the 
Mississippi Delta. In 1925 he began practice at Phillip. 
Miss. in sawmill and plantation country. He was faced 
with overcoming the Negro’s refusal to give water and 
fluids to patients with high temperatures. 

His strategy was to “go along” with midwife medi- 
cine in which patients were forced to drink large 
quantities of white rock tea (made from small pebbles 
containing silican). By agreeing that there was pro- 
found medical benefit in this tea, at least the patients 
drank large quantities of water and offset the effects of 
the malaria parasite. 

For pellagra, one of the most dreaded diseases of the 
section, Dr. Wiginton instituted a new type of treat- 
ment to which patients responded very favorably. He 
used brewer’s yeast and salmon or fish products as a 
basis. He was soon considered to be a specialist in the 
prevention and treatment of pellagra. 

Dr. Wiginton experienced all the hardships of a 
rural practice without benefit of hospital or nursing 
aid except for partially trained colored personnel and 
the assistance of his wife who served as chief assistant 
in all operations. 

After eight years of depression and floods in Phillip, 
the Wigintons moved to Hammond. In 1943 he 
founded the Wiginton Infirmary, the first general hos- 
pital in the parish which has a population of 50,000. 

Now that a 60-bed Hill-Burton Hospital will soon 
take the place of Wiginton Memorial Hospital, Dr. 
Wiginton philosophizes that it has been a privilege to 
have been able to furnish a much needed medical facili- 
ty these past 14 years. 

Besides his Academy affiliations, Dr. Wiginton isa 
member of Tangipahoa Parish Medical Society, Sixth 
District and Louisiana State Medical Societies, AMA, 
Southern Medical Association and American Railway 
Surgeons. For the state society he has served on the 
Rural Health Committee since its organization and 
was instrumental in organizing a rural health program 
for Louisiana. 

A district surgeon for Illinois Central Railroad Dr. 
Wiginton has the distinction of being in Who’s Who 
in American Medicine, Who’s Who in World Medicine 
and Who’s Who in Industrial Medicine. 

A prominent Methodist and a Boy Scout promoter, 
Dr. Wiginton’s civic affiliations are myriad. Since giv- 
ing up golf after an injury in 1943, he has turned to 
fishing and flowers for hobbies. 
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A PRACTICAL down-to-earth picture of the use, merits 
and dangers of antibiotics was taken home by 161 
registrants attending the First Annual Symposium on 
Infectious Diseases which was sponsored September 21 
by the Academy and the University of Kansas Medical 
Center. 

The general consensus among registrants was that 
the panel, which included all six of the day's speakers 
and another antibiotics expert as moderator, was the 
best they had ever heard. 

This part of the program which brought the sym- 
posium to a most successful conclusion had earlier 
seemed doomed to be without a moderator. Illness had 
caused both Dr. Sol Katz of Georgetown University, 
originally selected for the job, and his replacement, 
Dr. Elmer Ridgeway, Jr., chairman of the Academy's 
Committee on Scientific Assembly that planned the 
symposium, to decline. The third selection, Dr. Robert 
Weber, associate in medicine and microbiology at K. U. 
Medical Center, proved to be a most capable pinch- 
hitter. His contributions added to the interesting pace 
set in the questions and answers. Physician-registrants 
provided the questions by filling out cards which were 
passed throughout the audience. 

Earlier in the day, Frederick C. Fink, PH.D., director 
of hospital laboratory advisory services of Pfizer Labora- 
tories, said laboratory tests have saved many lives by 
helping the physician choose the most effective antimi- 
crobial agent. He said penicillin is effective against 
some disease germs but that other similar germs will 
continue to thrive. 

Dr. Philip G. Keil, a Lt. Colonel from Lackland Air 
Force Hospital, San Antonio, told his audience that most 
pneumonias yield to penicillin and thus thousands of 


lives are saved. A few lung invaders resist, and still’ 


kill He demonstrated many points by the use of color 
slides. Sometimes antibiotics complicate recoveries from 
pneumonia, but their benefits far outweigh side effects. 
He added that the majority of pulmonary infections may 
be successfully and safely treated without specific 
bacteriologic sensitivity data. 

Following the morning coffee break, Dr. A. Stephen 
Morel, Long Island College Hospital, Brooklyn, N. Y., 
pointed out that periodic evaluation of therapy in 
surgical infections is necessary in the light of experience 
with newly available antibiotics. He selected a number 
of cases from his clinical experience at Long Island 
College Hospital illustrating specific problems en- 
countered in surgical infections, with emphasis on 
problems likely to be important in general practice. 

The final morning speaker, Dr. Laurence F. Greene, 
Mayo Clinic and Hospital, Rochester, Minn., said in 
Most instances any capable physician can treat the 
majority of urinary tract infections simply and effec- 
tively. Most mild infections will respond as satis- 
factorily to inexpensive as to expensive drugs. Hence, 


it is in the patient's interest to begin treatment with 
cither sulfonamides or mandelic acid. If the infection 
tas not responded to that treatment, Dr. Greene sug- 
gested Achromycin, Aureomycin or Terramycin. 


News 


Doctors Find Many Antibiotic Aids 
At Symposium on Infectious Diseases 


Their Questions Answered by Panel 
Of All Six Speakers and a Moderator 


As a special service, chartered busses transported doctors from their hotels to 
the Kansas University Medical Center campus for the symposium. 


The doctors were greeted by Academy staff members who assisted them in 
registering for the symposium. 


a 

A stimulating panel on antibacterial therapy was moderated by Dr. Robert W. 
Weber, center. Other doctors participating, left to right, were Laurence F. 
Greene, Harrison F. Flippin, Ethan Allan Brown, Philip G. Keil, A. Stephen Morel 
and Frederick C. Fink. 
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Beginning the afternoon program, Dr. Harrison F. 
Flippin, University of Pennsylvania, said many fevers 
commonly ascribed to germ invasion are from viruses 
or other causes. Their routine treatment by antibio- 
tics will often make them worse. Tests of throat or 
other swabbings to determine whether a germ is the 
culprit is often necessary before the right treatment is 
learned. 

The last of the individual presentations was by Dr. 
Ethan Allan Brown, New England Hospital, Boston. 

Dr. Brown, an allergy expert who worked with the late 

Sir Alexander Fleming, warned that the benefits of 

just across the lobby from Battenfeld Audi- antibiotics may be offset by reactions in some infec- 
tions. Several hundred persons have died of sudden 
allergic shock since penicillin came into wide use. 

Despite the fact that he is personally sensitive to 
pencillin and has used none in his practice for more 
than five years, he regards it as the best and safest 
antibiotic agent. 

He said tests for sensitivity will warn against its 
use. He advised too that doctors should keep certain 
drugs at hand to overcome allergic shock. 

President Malcom Phelps gave the welcoming address 
and introduced the presiding officers for both sessions 
—President-elect Holland T. Jackson and Vice President 
Fred Simonton. 

The symposium was made possible through a grant 
time out from serious pursuits for a cocktail from Chas. Pfizer and Co., Inc. Members received five 
Hotel hours of Category I credit for attending. 

Following the program Pfizer Laboratories provided 
chartered bus service for a tour of Academy Head- 
quarters or back to the respective hotels. That evening 
Pfizer was host for cocktails preceding the dinner in 
the Grand Ballroom of Hotel Muehlebach, 

President Phelps was toastmaster at the banquet. He 
paid special tribute to Dr. Alan Wright, medical director 
of Pfizer and Mr. Russell Miller, associate medical 

n director of the University of Kansas School of Medicine, 
In a jovial mood at the head table during the for their help in making the symposium possible. 

The banquet entertainment, also courtesy of Pfizer, 
Mrs. Mac F. Cahal; was a relaxing treat. The audience enjoyed the strolling 
Treasurer Albert Ritt; Mrs. Malcom E. Phelps; combo that entertained each table with favorite selec- 
President Pheips, toastmaster; Guest Speaker tions. Every person laughed with Humorist Tom Collins, 


Tom Collins; Mrs. Holland Jackson, President- the guest speaker, as he anecdoted his way through “Two 
elect Jackson; Vice President Fred Simonton and Two Aren’t Always Four”. 
and Mr. Russell Miller, associate medical 


Symposium registrants and others who were in Kansas City for the editors’ and officers’ meetings gathered in Hotel 
Muehlebach’s Grand Ballroom for dinner. 
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interest Runs High at SRO Audience 
Of Annual State Officers’ Conference 


Ways TO IMPROVE state membership tactics, sug- 
gestions on setting up and improving general practice 
residency programs, problems yet to be solved in post- 
graduate education, progress made by state publications, 
present status of AAGP insurance programs, Headquar- 
ters’ role, functions and the need of a part-time state 
executive secretary, current hospital problems and a look 
at the specialist-general practitioner situation were key 
topics covered in the Annual State Officers’ Conference 
September 22 in Kansas City. 

The attendance, 122, indicated not only the success 
of a real workshop but that the conference may have 
outgrown the Headquarters meeting room. The program 
was planned by a committee composed of Drs. Earl 
C. Van Horn, Ralph Cross and Bernard Harpole with 
Dr. Van Horn serving as conference chairman. An 
invocation for the Sunday meeting was given by Dr. 
George Thorpe of Wichita following an official welcome 
by President Malcom Phelps and Executive Secretary 
Mac F. Cahal. 

It was noteworthy that Dr. Clarke Wescoe, dean of 
the University of Kansas School of Medicine, appeared 
as a panelist on general practice residency programs. A 
physician of considerable vigor, he brought out several 
challenging thoughts which brought applause. All con- 
ference speakers are shown on this page. 

This issue of GP was held up to enclose this brief 
insert. A complete story covering every one of the ten 
program features will appear in next month's news. 


Sessions of the state officers’ and state editors’ conferences were 
marked by attentive audiences that filled the Academy conference 
room to overflowing. 


Dr. Ralph Cross presided at the panel discussion on membership. 
Seated, left to right, were Dr. Van Horn and panelists, Dr. Norman 
Booher, Dr. D. Wilson McKinlay and Dr. Daryl Harvey. 


| 
Dr. J. S. DeTar Dr. Charles Cooper Dr. Floyd Bratt 
‘ 
. Mac F. Cahal Dr. Ralph Moe Dr. Norman Coulter 
4 i F Dr. James Blake William Bartleson 
Academy President Mal- 
com Phelps (above) gave 
the official welcome to i: 
the state officers. Shown 
at right are Conference - 
Chairman Earl C. Van Horn : 
(at podium) and Execu- J 
Cahal who also greeted 
the guests. Dr. Phelps is 
seated (far right). - 
mington, Del. Or. cori. | 
Van Horn, far right. 
| 
| 
was discussed by a panel 
headed by Dr.EarlC.Van 
seated left to right, were 
Dr. Albert Weyman, Cin- 
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This is a cross section of the Sunday luncheon at Headquarters. 
Dr. R. Varian Sloan, facing camera at the far left, was singled out 
as having traveled the greatest distance—from Honolulu—to attend 
the conference. 


a 

A luncheon for the ladies at Hotel Muehlebach opened their day's activities 
which included a tour of the Nelson Art Gallery where the ladies viewe 
“Treasures From the Morgan Library.” Additional activities included a ty 
and a tour of the Academy headquarters building. 


Editors Gain from Evaluation Workshop 
And Discussions on Publication Problems 


AN EVALUATION of each state publication, provided by 


Mr. David A. Haberman, journalism faculty member at 
Creighton University, was the springboard for the 
State Editors’ Meeting September 21 at Headquarters. 

The entire morning was devoted to informal indiv- 
idual discussions between each of the 17 registered 
editors and Mr. Haberman, whose appearance was made 
possible by the Rexall Company. A number of state 
officers and executive secretaries swelled attendance to 
40 for Mr. Haberman’s afternoon summary. Dr. Ralph 
Moe, editor of the Hawkeye G.P. News and chairman 
of the editors group, announced that a copy of Mr. 
Haberman’s speech will be sent to each editor in the 
near future. 

Briefly, Mr. Haberman’s summary based on 30 chap- 
ter publications, pointed out that the variety was good 
and there was some well-written copy. He had sug- 
gestions on making the most of illustrations, format and 
the cover. He said criticism from readers is a good 
thing. It means the publication is being read. He urged 
that surveys be taken to find out what the readers like 
and don’t like and what they want. 

Dr. Norman Booher, vice chairman of the Member- 
ship Commission, cited the importance of communica- 
tion in the membership campaign and urged that editors 
use their publications toward that goal. 

Facets of “What Makes a Good Publication” were 
covered by Mr. Robert Dufour, editor of the Wisconsin 
Family Physician who prepared an exhaustive report on 
chapter publications last year; Mr. Greer Hermetet, 
assistant publisher of GP; Mr. Walter Kemp, GP's 
managing editor; and Mr. Haberman. Their respective 
topics were finance, distribution, content, format and 
color. Dr. Carroll Witten, editor of KAGP News, was 
moderator. 

Questions from the audience on publication prob- 
lems were covered by these men at a roundtable dis- 
cussion. 


The State Chapter Editors 
Conference was formally 
opened Saturday afternoon 
by Academy President Mal 
com E. Phelps, standing. The 
conference chairman, Dr. 
Ralph Moe, seated, presided 
throughout the sessions. 


The audience received the benefit of the evaluations as these two editors 
discussed their publications with Mr. David Haberman, center, of Creighton 
University. At the left is Mr. Robert Dufour, editor of The Wisconsin Family 
Physician, and at the right Dr. Carroll Witten, editor of the KAGP Journal. 


a 

State editors concluded their conference with a roundtable discussion 0 
publication problems. Dr. Carroll Witten, standing, was moderator. Seated 
left to right, were Conference Chairman Ralph Moe, and participants 
Messrs. Robert Dufour, editor of The Wisconsin Family Physician; Walter # 
Kemp, managing editor of GP; and David Haberman, professor of journalism 
at Creighton University. Another participant, Mr. Greer Hermetet, assistant pub 
lisher of GP, is not shown. 
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Trends and Events in the Nation’s Capital 


From GP’s Special Washington Correspondent 


More Say-so in Health Affairs 


Tue 1957 session of Congress enacted little national 
health legislation. Yet signs are clear that Washington 
expects to play a steadily increasing role in the pro- 
vision of medical care to Americans. : 

Construction subsidies to medical schools and group 
practice clinics did not get beyond the talking stage 
this year on Capitol Hill but determined efforts to se- 
cure those innovations will be made in the second ses- 
sion of the 85th Congress. The Hill-Burton program, 
involving expansion of diagnostic and treatment cen- 
ters as well as hospitals, is due to expire in 1959 and 
bills authorizing an extension of two to five more years 
will be introduced. 

Nearing the end of its first year of operation is 
Medicare, the system of utilizing civilian medical and 
hospital resources to care for dependents of military 
personnel at federal expense. It is not unlikely that 
the 1958 session of Congress will take up proposed 
legislation to amend the Medicare. statute so as to 
liberalize its benefits. 

Also looming on the horizon are: 

Inclusion of physicians under social security cover- 
age. 

Higher salaries for full-time physicians in Veterans 
Administration hospitals and field offices. 

As a fringe benefit, medical care and hospitalization 
insurance for employees of the federal government and 
their dependents. 


Specific Drug Identification 


The Food and Drug Administration has proposed a 
change in its regulations affecting habit-forming drugs. 
Purpose of the change is to end confusion over their 
identification. Opiates, barbiturates and other addic- 
tive drugs will each be listed under three headings: 
technical, generic and popular (or proprietary). 

“Trade names have been used as an official identi- 
fication of certain drugs in the original regulations be- 
cause official or unprotected names were not known,” 
FDA stated. “Under the proposed changes, trade 
names and official (or generic) names would be listed 
separately.” 

An example is the barbiturate whose trade name is 
Seconal. In the revised regulations, it is also being 
listed by the generic term—secobarbital sodium—and 
by its chemical identification: sodium-5-allyl-5-(1- 
met). vlbutyl) -barbiturate. 
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September 20 was the deadline set by FDA for trans- 
mittal of comments on the proposed change in regu- 


lations. 


Malaria War Almost Won 


Malaria today is almost a rare disease in hospitals 
of the Veterans Administration. 

In World War II and the Korean conflict of 1950-53, 
tens of thousands of American soldiers, sailors and 
marines suffered malaria. In the first three months of 
1957, however, only nine cases were treated in VA’s 
173 hospitals and 101 outpatient clinics. Only two of 
the nine required hospitalization. 

VA’s Washington headquarters, which issued the 
report, attributed the steep decline to two factors: Use 
of the drugs primaquine and chloroquine, and the fact 
that the malaria parasite tends eventually to “burn 
itself out” in the body. 


Study Federal Aid Impact on Medicine 


First part of October will witness the first meeting of 
a group of expert consultants charged with responsi- 
bility of evaluating the impact of federal dollars on 
medical research and education in the United States. 

Marion B. Folsom, Secretary of Health, Education 
and Welfare, recently announced his appointment of 
the group. Its chairman is Dr. Stanhope Bayne-Jones, 
former dean of Yale Medical School and later a re- 
search advisor to the Army Surgeon General. 

Serving with him are the medical deans of Harvard, 
Chicago and UCLA, respectively, Drs. George Packer 
Berry, Lowell T. Coggeshall and Stafford L. Warren; 
Dr. Irvine H. Page of Cleveland Clinic, noted researcher 
in cardiovascular diseases ; Fred C. Cole, vice president 
of Tulane University; and the following leaders of 
business and industry—Thomas P. Carney, Eli Lilly & 
Co.; Samuel Lenher, E. I. duPont de Nemours & Co. ; 
Robert C. Swain, American Cyanamid Co., and James 
E. Webb, president, Republic Supply Co., Oklahoma 
City. 

They will conduct an intensive study of the present 
level of federal assistance to medical research, indica- 
tions for aid in constructing teaching facilities, ade- 
quacy of physicians for clinical, teaching and research 
duties, and kindred problems. 


PHS Blamed in Vaccine Faux Pas 


U. S. Public Health Service is roundly criticized for 
its 1955-56 activities relating to procurement and con- 
trols of the Salk vaccine against poliomyelitis, in an 
official Congressional report made public recently. 
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for natural acceptance of your prescribed contraceptive regimen * fulfills your patient’s natural wish that 
her possessions reflect her femininity. Each Lanteen Exquiset contains: 3 oz. tube of Lanteen spermicidal 
jelly, soothing, cleanly scented; easy-to-insert, molded, flat spring diaphragm; newly designed Easy-Clean 
applicator; universal inserter — all fitted into a stylish, soft plastic purse. 


Lanteen jelly contains ricinoleic acid 0.50%, hexylresorcinol 0.10%, chlorothymol 0.0077%, sodium benzoate and glycerin in a tragacanth base. Lanteen jelly 
and flat-spring diaphragm sets are distributed by George A. Breon & Company, 1450 Broadway, New York 18, N.Y. (In Canada: E. & A. Martin Research Ltd., 
20 Ripley Ave., Toronto, Canada.) Manufactured by Esta Medical Laboratories, Inc., Chicago 38, lll. *Trademark of George A. Breon & Company 


Pug 
x 
: 
| 
é 
A 
& 
: — 
Ne lly she'll ith el 
aturally she appreciate efficacy with elegance 
| : 
| 


The document was approved and issued by the 
House Committee on Government Operations. It is 
based on a special investigation conducted by its sub- 
committee on intergovernmental relations. 

It was charged that USPHS and its parent agency, 
Department of Health, Education and Welfare, were 
lax in their handling of more than $50 million in federal 
funds appropriated for the purchase of vaccine. 

Further, the Congressional group accused USPHS 
and HEW of failure to take precautions against possi- 
bility of antitrust law violations by companies manu- 
facturing the vaccine. Strong criticism was expressed 


against USPHS leadership in the vaccination program, 
the committee branding it “unimaginative and lacking 
in effectiveness.” 

It was recommended that: 

“The Public Health Service provide more vigorous 
encouragement and assistance to states and localities 
where vaccination programs have lagged. 

‘The Public Health Service gives continuing assist- 
ance in the establishment of appropriate polio vaccina- 
tion programs for federal employees.” 


Also see the AMA Washington Report, page 221. 


Better Utilization of Radio and TV Time 
Theme for November Conference in Chicago 


A CONFERENCE, sponsored by American Medical Associ- 
ation and the National Association of Radio and Tele- 
vision Broadcasters, on utilization of local radio and 
television time by medical and voluntary health or- 
ganizations will be held next month in Chicago. 

The two-day meeting entitled ‘‘How To Use Local 
Television and Radio in the Health Field” will be 
November 7-8 at Hotel Sheraton-Blackstone. It is open 
to radio and television broadcasters, representatives of 
medical societies, hospital organizations, voluntary 
health organizations and others interested in public 
health programs. 

The following joint statement has been issued by 
NARTB President Harold E. Fellows and AMA Presi- 
dent David B. Allman: 

“Public interest programs involving medical sub- 
jects are appearing more and more frequently on radio 
and television. Both broadcasters and physicians want 
to be sure that such programs are interesting, inform- 
ative and factually correct. We hope that this meeting 
will enable those concerned to do a better job.” 


Rumors Concerning Nation’s Medical 
Schools Spiked in AMA Publication 


ERRONEOUS RUMORS that have done considerable harm 
to the nation’s medical schools and to the profession in 
general have been spiked in the American Medical 
Association’s publication, ““What’s Up with Our Medi- 
cal Schools ?”’. 

The AMA says the truth is that “everything’s up” 
—the largest turn-out of graduating physicians, more 
approved medical schools than ever before, largest 
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medical student enrollments in history, greatest in- 
creases in medical teaching facilities and the highest 
operating costs, but also the biggest budgets. 

The publication graphically presents seven myths 
which have been rumored about medical schools and 
gives the facts concerning each of these myths. 

The most popular myth is that medical school grad- 
uates are not keeping pace with the population growth. 
In a recent study, the AMA stated that since 1910 our 
general population has increased 80 per cent while the 
supply of doctors has increased 120 per cent. The size 
of graduating classes is setting new records, and there 


Congressional Honor—Z/ess than 
two months after receiving the 
AMA’s 1957 Distinguished Serv- 
ice Award, Academy Member 
Tom D. Spies was given a Con- 
ar 7 l citati The resolu- 
tion reads: “Resolved, by the 
House of Representatives (the 
Senate concurring), That the 
Congress and the American peo- 
ple hereby express their gratitude 
to Dr. Tom D. Spies for his note- 
worthy medical achievements 
toward alleviating the sufferings 
of his fellow men and for his out- 
standing contributions to the 
knowledge of the science of 
human nutrition, especially in 
the field of earlier and better 
methods of diagnosis and treat- 
ment of nutritional deficiency 
diseases.” 
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Recent studies indicate actual milk 
allergy is not frequent. Belief is 
growing that infants are being too 
quickly deprived of milk, when the 
cause of allergy is not milk. 


Even in the small percentage 
of milk allergies, a recent study* 

shows that more than % of such in- 
fants react only to the whey protein. 
Only a few casein-sensitive babies 
do not tolerate evaporated milk, in 
which whey protein is made non- 


allergic by heat processing. 


In the rare case when allergy is 
narrowed to milk, trial on evap- 
orated milk often shows the baby 
reacts only to unmodified whey pro- 
tein, and need not be deprived of 
irreplaceable milk values. 


*Ratner, Bret; Crawford, L. V.; and Flynn, J. G.: 
Amer. J. Dis. Child., 91:593, 1956 
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is a record low ratio of one doctor to every 730 persons 
in the United States, a proportion exceeded only by 
Israel, with its large number of refugee physicians. 

Myth No. 2 suggests medical schools try to keep 
their enrollments as small as possible. Statistics show 
that in the last 40 years, the enrollments rose more 
than 128 per cent, well ahead of the population growth. 
In the 1954-55 academic year, there were 28,583 under- 
graduates in the nation’s 81 medical schools, a record- 
breaking total. And in addition to the medical under- 
graduates, there were 57,273 other students—dental, 
pharmacy and nursing students, plus graduates, tech- 
nicians, residents, interns and doctors in advanced 
study. 

What about the number of applicants who are ad- 
mitted ? This concerns two popular rumors—(1) medi- 
cal schools refuse admission to a vast number of 
applicants, and (2) only ‘‘A” students are admitted. 

Regarding the first of these the publication states that 
over half of all applicants were accepted into medical 
schools in 1954-55, the ratio being 1 to 1.91. And, 
although medical school enrollments and facilities are 
increasing, the number of applicants is declining. Some 
confusion arises from the fact that there is an average of 
3.3 applications submitted for each premedical student. 
This means that the total number of applications re- 
ceived by medical schools is higher than the number of 
people trying to enter medical school. Using that num- 
ber, people arrive at a higher rejection rate. Usually 30 
per cent of the applicants are “repeaters,” too, who 
offer no serious competition to the other applicants. 
Some educators are concerned because they feel 
not enough good students try to enter medical schools. 
Instead of a shortage of facilities, there may be a short- 
age of students. 

It logically follows that not all medical students were 
“A” premedical students. In the 1954-55 freshman 
class, only 17 per cent had ‘‘A” averages in their pre- 
medical work, while 69 per cent were in the “B” group, 
and the remaining 14 per cent were “C” students. 
Nonscholastic factors, such as character, personality 
and leadership are important in screening applicants, 
and because of these better screening methods, the 
percentage of “drop-outs” is decreasing, having 
dropped from g.4 to 5.5 per cent in the last 16 years. 

Many critics say that medical schools fail to grow 
with the times. The AMA says that in 1955 there were 
81 approved medical schools in this country, a growth 
of 22.7 per cent since 1910. In addition seven medical 
schools are now being developed or expanded, and 
by 1960 they will be graduating physicians, upping 
the annual output of doctors to 7,500. A constant 
check is kept on these schools, to insure that the 
»\indards of education are met, and today all medical 
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Mayflower Il Setting—The first in a series of 14 historical maps 
depicting dramatic and important medical events in the history of 
this country is being presented to AMA President David Allman 
(right) by Francis C. Brown (left), president of Schering Corporation 
and president of American Pharmaceutical Manufacturers Asso- 
ciation, aboard the Mayflower II docked in New York harbor. This 
map is of New England and shows that Dr. Samuel Fuller came to 
America with the Pilgrims on the original Mayflower in 1620. Shown 
here are Paul Alden Fuller, a direct descendant of Dr. Fuller, and 


Godfrey Wicksteed of England, first mate on Mayflower II. 


schools are fully approved by the AMA and the As- 
sociation of American Medical Colleges. This means 
each school meets the requirements for classrooms, 
teaching hospitals, libraries, clinics and a well-inte- 
grated program of instruction. 

Contrary to myth No. 6, the AMA has neither the 
authority nor the desire to limit the number of physi- 
cians. The enrollment is determined solely by the 
schools. As for the desire to control the number, the 
AMA plays a leading role in improving and financing 
the nation’s medical schools, as well as aiding and 
encouraging expansion of medical education. The 
only time the AMA may recommend a limit on en- 
rollment is in a situation when they feel overcrowding 
may endanger the quality of instruction. 

The publication points out that the public has 
grown fond of saying only the federal government can 
meet the needs of medical schools, hard-pressed for 
operating funds. It is true more income is needed, 
for although medical schools are better supported now 
than ever before, operating costs have increased. 
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for the first few days of life 


VI-PENTA #1 


provides K, E, and C, the vitamins 
needed particularly by prematures 
and newborns. 


for infants and young children 


VI-PENTA #2 


provides vitamins A, D, C, and E, 
essential for normal development. 


for all ages 


VI-PENTA #3 


provides A, D, C, and 5 B-complex 
vitamins for the greater nutritional 
demands of the growing years. 


PROGRESSIVE 
VITAMIN THERAPY 


Rocue Lasoratorses + Division of Hoffmann-La Roche Inc. + Nutley 10, N. J. 
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In 1955-56, $159,519,515 was available, the major 
portion of these funds coming from state appropria- 
tions (state schools only), tuition, alumni contribu- 
tions, endowments, grants, the National Fund for 
Medical Education and the American Medical Educa- 
tion Fund. The latter organizations raise funds from 
voluntary sources, and since 1951 they have raised 
almost $10 million. Tuition plays only a small part in 
the income story—19.2 per cent of the 1955 basic op- 
erating fund. Even though the total cost of training 
a physician is $10,000 to $12,000, the student’s total 
tuition is about $2,906. 

In regard to the question on federal aid—the AMA 
is on record as welcoming one-time grants for construc- 
tion and renovation of medical schools and federal 
grants for special disease research. But it opposes 
continuing aid because the government could seek to 
control that which it finances. 


Canada’s College of General Practice 
Plans Second Annual Meeting, April 14-16 


Prans are being announced for the second annual con- 
vention of the College of General Practice of Canada 
which will be held next spring in Winnipeg. 

The three-day meeting will be held April 14-16 
at the Royal Alexandra Hotel. Dr. A. J. Winestock 
is chairman of local arrangements. 

In addition to the scientific session which will be 
held in the Royal Alexandra’s Crystal Ballroom, ap- 
proximately 105 booth spaces will be provided for 
exhibitors in the hotel. The practice of interspersing 
scientific and technical exhibits in the same area will 
be continued at this meeting. The Board of Repre- 
sentatives of the College will meet on April 12 and 13 
in advance of the scientific sessions. 

Last year more than 800 physicians attended the 
first annual meeting which was held in Montreal. 
Plans have not been made for a medical examination of 
doctors attending the 1958 meeting, but the response 
from general practitioners who availed themselves of 
the medical check-up at Montreal indicates that 
this will again be a part of the College’s meeting. 

The College of General Practice of Canada, just 
three years old, has a membership of approximately 
1,526 representing about one in every four or five 
general practitioners in Canada. 

The College’s Bulletin reports that the member- 
ship has increased nearly 25 per cent in the past 15 
months. The membership is reasonably well distributed 
across the country. There are approximately 160 mem- 
bers in the Maritimes; more than 200 in Quebec; some 
700 in Ontario; and about 475 in Western Canada. 
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Hospital Admissions Rise 41 Per Cent 
In 1946—56 Period; Length of Stay Drops 


Tue ratio of hospital admissions to population in the 
United States outstepped the total population increase 
in the period 1946-1956. In 1946, the rate of admis- 
sions was 112 per thousand, and by 1956, the figure 
rose to 132 per thousand, an increase of 41 per cent. 

These statistics were compiled from questionnaires 
sent to the 6,966 hospitals listed by American Hos- 
pital Association. Of a total 1,607,692 beds, there was 
an average daily census of 1,355,792 in 1956. The 
voluntary nonprofit hospitals had a total of 15 million 
admissions; state and local government had 4 million, 
and proprietary and federal hospitals accounted for 
1.5 million admissions each. 

Of the average number of patients in hospitals 
on any given day in 1956, 62 per cent were in state 
and local governmental hospitals. This figure reflects 
the high proportion of psychiatric and tuberculosis 
institutions providing long-term care. Although less 
than 2 per cent of all 1956 admissions were to psy- 
chiatric hospitals, 53 per cent of all patients in hos- 
pitals on any given day were in psychiatric institutions. 

The number of hospital births reported in 1956 
showed an increase of 64 per cent over 1946, but 
only 1 per cent over 1955. Nearly 72 per cent of the 
total hospital births were in short-term hospitals, 
according to a report from the AHA. 

Total hospital assets also showed an increase, rising 
from $6 billion in 1947 to $13 billion in 1956, an 
overall jump of 122 per cent. At the same time, total 
expenditures by hospitals for the care of patients 
passed the $6 billion mark in 1956, an increase of 
207 per cent in 11 years. 

In the period covered, the length-of-stay dropped, 
averaging from 7.7 days in short-term general and 
special hospitals to 5.6 days in proprietary hospitals. 
However, cost of care per day for each person in 
nonprofit short-term hospitals increased 149 per cent, 
rising to $24.99. 

Full-time personnel employed by all hospitals to- 
taled 1,374,704, showing an increase of 66 per cent. 


Notice for Doctor’s Office Gives Hints 
On Conserving His Time and Energy 


Tue Public Relations Committee of Ontario Medical 
Society has devised a notice, suitable for framing in a 
doctor’s office, that will help patients conserve their 
doctor’s time and energy. 

The OMS committee points out that too many doc- 
tors are working too long and _too-hard. Patients can 
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EFFECTIVE LAXATION 


PHOSPHOSSODA (Fleet)... 
gentle, prompt, thorough and a 
laxative of choice for over 60 years. 


Taken on an Empty Stomach... 
at least 30 minutes before any meal, 
but preferably before breakfast. 


Amply Diluted with Water... 
Mix required dose with one half glass 
of cold water, follow with additional water. 


SUGGESTED DOSAGE As a mild eliminant, two 
teaspoonfuls before a meal. For more pronounced 
hydragogue action, four teaspoonfuls before breakfast. 
Children: Ten years or older, one half the adult dose; 
five to ten years, one quarter the adult dose. 
Phospho-Soda (Fleet) is a solution containing 

per 100 cc., Sodium Biphosphate 48 Gm. and Sodium 
Phosphate-18 Gm. 

In preparing for colonic surgery, preoperative adminis- 
tration of neomycin plus cleansing with Phospho-Soda 


(Fleet) suppresses intestinal bacteria. 
(1) Davis, J.H. et al., Surgery, 35:434, 1954 


PHOSPHO‘SODA 


(Fleet) 
C. B. Fleet Co., Inc., Lynchburg, Virginia 
Makers of the Fleet © Enema Disposable Unit. 
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help doctors live longer, healthier lives if they are 
educated to consider him as a normal human being with 
physical limitations. 

The notice entitled, “ for Saving Your Doctor,” 
published in the June Ontario Medical Review: 

Reminds patients to call or see their doctor any- 
time in an emergency; otherwise call him at a reason- 
able hour or see him during regular office hours. 

Tells patients to try to avoid disturbing him at 
mealtimes, interrupting his sleep and calling him on 
Sundays or holidays. 

Asks patients to feel complimented if their doctor 
is away from his office attending a medical meeting. 
This means he wants to be prepared to give them up- 
to-date medical care. 

Reminds them to remember that the doctor is made 
of the same material as his patients. Food, rest, sleep, 
study and recreation are essential to him if he is to be 
able to give his best service. 


“Could | make an appointment to see you, Doctor? My 
nerves are all shot!” 
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Medical News in Smali Doses: 


AcapeMy Member George F. Bond, who has received 
considerable publicity for bringing medical progress to 
the Bat Cave, N. C. area, has returned to the Navy to 
take up a career in submarine medical research. His 
unexpired term on the AMA’s Council on Rural Health 
has been filled by Dr. W. W. Washburn, Boiling 
Springs, N. C. . . . On October 1, Dr. David P. Barr 
succeeded Dr. George Baehr as president and medical 
director of controversial HIP of Greater New York. 
Dr. Barr, a former president of the American College 
of Physicians, is retiring physician-in-chief of New 
York Hospital and professor and chairman of the 
Department of Medicine at Cornell Medical College. 
... A new official organ of the American College of 
Cardiology, The American Journal of Cardiology, will 
begin publication in January. The editor will be Dr. 
Simon Dack of New York. The.publication will be 
devoted to clinical cardiology. . . . Academy members 
have been elected to key posts in both the Florida 


- Medical Association and the Medical Society of the 


State of New York. In Florida, Dr. Walter E. Murphree, 
Gainesville and Dr. James T. Cook, Jr., Marianna, 
have been elected second and third vice president, 
respectively. Key posts in New York went to Dr. 
Raymond S. McKeeby, who was re-elected to the 
MSSNY council; Dr. John M. Galbraith, who was 
elected both to the council and as alternate delegate 
to the AMA and Dr. Elton R. Dickson was also elected 
an alternate delegate. ... The Long Island College 
Hospital School of Nursing in Brooklyn will admit male 
student nurses this fall for the first time in an effort 
to lessen the shortage of nurses. ... Dr. Alan F. 
Guttmacher, director of gynecology at Mount Sinai 
Hospital, has been appointed to a three-year term as 
head of the medical committee of the Planned Parent- 
hood Federation of America. . . . The Purdue Frederick 
Co. of New York, pharmaceutical manufacturers, has 
established a Medical Achievement Travel Award to 
encourage the international exchange of medical ideas 
on a physician-to-physician basis. More than 500,000 
physicians all over the world will be eligible to parti- 
cipate. Candidates are to be nominated by their col- 
leagues in various medical organizations in collabora- 
tion with the Scientific Advisory Board of the Inter- 
national Council for Health and Travel. The endow- 
ment will permit the recipient to combine a holiday with 
visits to medical facilities, hospitals, research and 
teaching centers outside his own country. ... Dr. 
Erroll W. Rawson, AAGP member from Seattle, Wash., 
was a guest speaker at the recent annual session of 
Alaska Territorial Medical Association in Ketchikan. 
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RELIEF 
FROM 
ACNE 


an essential adjunct to treatment 


IN ACNE, Fostex Cream and Fostex Cake 


e degrease, peel and degerm the skin 

e unblock pores ... help remove blackheads 
e help prevent pustule formation 

e minimize spread of infection 


Fostex effectiveness is provided by Sebulytic® (sodium lauryl sulfoacetate, sodium 
alkyl aryl polyether sulfonate, sodium dioctyl sulfosuccinate) a new combina- 
tion of surface active cleansing and wetting agents with remarkable antiseb- 
orrheic, keratolytic and antibacterial action, enhanced by sulfur 2%, salicylic 
acid 2% and hexachlorophene 1%. 


Fostex is easy to use. The patient stops using soap on acne skin and starts 
washing with Fostex. Effective and well tolerated...assures patient acceptance 
and cooperation. 


FOSTEX CREAM for thera- .FOSTEX CAKE for 


peutic washing of the skin maintenance therapy to 
in the initial phase of the keep the skin dry and sub- 
treatment of acne, when stantially free of come- 

maximum degreasing and _dones. 


peeling are desired. in 4.5 oz. jars in bar form 


WESTWOOD PHARMACEUTICALS 


Division of Foster-Milburn Co. 469 Dewitt Street Buffalo 13, New York 
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ASSEMBLY NEWS 


Plans Nearly Completed for AAGP’s Tenth Anniversary Assembly in Dallas 


Tue Tentu Annual Scien- 
tific Assembly next March 
24-27 in Dallas will high- 
light the progress which 
the Academy has made in 
the past decade. 

This will be the first time 
that Dallas, the booming 
city of the Southwest, has 
been an Assembly city, but 
it holds promise, in the 
best Texas tradition, of be- 
ing the site of the biggestand 
best meeting of them all. 

The Academy will be one 
of the first national or- 
ganizations to use the new 
Dallas Memorial Auditori- 
um. The auditorium, ideally located, is only four blocks 
from the leading hotels and has parking space for 
more than 2,000 cars. The $7 million building is com- 
pletely air conditioned. Rolling contours of the 
grounds permit entry into all three levels of the 
building from the ground level. The main entrance, 
on Akard Street,will be on the second level, leading 
directly to the arena floor and seating arena. Ramps 
inside the avena eliminate the need for stairs. 

For this Tenth Anniversary Assembly, a program 
of equal distinction has been created by the Committee 
on Scientific Assembly. Dr. Elmer Ridgeway, Jr., 
Oklahoma City, chairman of the committee, reports 


Elmer Ridgeway, Jr., M.D. 

This Oklahoma City phy- 
sician who ts chairman of 
the Committee on Scientific 
Assembly promises an out- 
standing program for the 
Tenth Anniversary Assembly. 


Anniversary Site—The Academy’s Tenth Annual Scientific Assem- 
biy will be one of the national “‘firsts”’ in Dallas’ new Memorial 
A. ditorium, 
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there will be 14 major presentations during the four 
days, with a definite effort being made to satisfy the 
widest possible range of general practitioner interests. 

The Dallas Southern Clinical Society will forego its 
own regular meeting to join the Academy in observing 
this milestone. 

In succeeding issues of GP, special events which are 
being arranged for the Assembly will be announced. 
This meeting will provide an opportunity to honor all 
AAGP past presidents as well as to have a dramatic set- 
ting for the premiere showing of a documentary movie 
which depicts the growth and development of the 
Academy. Parts of the film which is being produced 
by Wyeth Laboratories are shots taken of the Assembly 
last year in St. Louis. 

Wives will find Dallas of particular interest. Neiman- 
Marcus figures prominently in the entertainment 
which the Ladies’ Entertainment Committee is arrang- 
ing. Details will be announced soon by the ladies’ 
chairman, Mrs. Warren Shoecraft of Dallas. 

For the scientific program there will be papers on 
such basic subjects as biliary surgery, coronary throm- 
bosis and manipulative obstetrics. For those interested 
in extending the horizons of practice, there will be a 
panel on geriatric practice, another on teen-age prob- 
lems and a third which will critically evaluate the role 
of hypnosis in present day therapy. Other subject areas 
to be covered include pediatrics, obstetrics, gynecolo- 
gy, E.E.N.T. and urology. 

The scientific program, as it is now scheduled, pro- 
vides for the following outstanding sessions: 
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March 24 


MONDAY 


1:30 to. 3:00 p.m. The Problem of Aging (PANEL) 

(1). Medical Problems—Dr. Edward H. Hashinger, 
Kansas City, Mo. 

(2) Psychiatric and Adjustment Problems—Dr. 
Daniel Blain, American Psychiatric Association, 
Washington, D. C. 

(3) Surgical Problems—Dr. 
Rochester, Minn. 

4:00 to 5:00 p.m. The Emotional and Physical Problems 
of the Teen-Ager (PANEL) 

Moderator—-Dr. Andrew S. Tomb, Victoria, Tex. 

Pediatrician—Dr. John G. Young, Dallas, Tex. 

Psychiatrist—Dr. George A. Constant, Victoria, Tex. 


G. A. Hallenbeck, 


tTuESDAY March 25 


9:00 a.m. Biliary Surgery—Dr. Manuel E. Lichten- 
stein, Chicago, Ill. 
9:30 a.m. The Indefinite Pelvic Mass—Dr. Conrad G. 
Collins, Tulane University, New Orleans, La. 
11:00 to 12:00 noon Pediatric Medicine 
(1) Antibiotics in Pediatrics—Dr. 
Buffalo, N. Y. 
(2) Common Anemias of Childhood—Dr. Anthony V. 
Pisciotta, Milwaukee, Wis. 
1:30 to 3:00 p.m. New Developments in Medicine (Sym- 
POSIUM) 
(1) Coronary Thrombosis—Dr. Howard Sprague, 
Boston, Mass. 
(2) Peptic Ulcer—Dr. Stewart G. Wolf, Jr., Okla- 
homa City, Okla. 
(3) Dermatology—Dr. Everett C. Fox, Dallas 
4:00 p.m. Common Eye Emergencies—Dr. Malcolm A. 
McCannel, Minneapolis, Minn. 
4:30 p.m. The Dizzy Patient—Is It Labyrinthitis 2—Dr. 
Theodore Walsh, St. Louis, Mo. 


Erwin Neter, 


March 26 


9:00 to 10:00 a.m. Diagnostic Clinic on X-Ray Inter- 
pretation (PANEL) 
Moderator—Dr. Leo G. Rigler, Los Angeles, Calif. 
Chest—Dr. Sol Katz, Washington, D. C. 
Abdomen—Dr. Julian M. Ruffin, Durham, N. C. 
11:00 to 12:00 Noon Limitations of the EKG (Panet) 
Moderator—Dr. Willis Hurst, Atlanta, Ga. 
Panelists—Dr. E. Grey Dimond, Kansas City, Kan., 
Dr. R. Bruce Logue, Atlanta, Ga. 
1:30 to 3:00 p.m. Manipulative and Operative Obstetrics 
(PANEL) 
Moderator—Dr. Herbert E. Schmitz, Chicago, Ill. 
Panelists—Dr. Jack A. Pritchard, Dallas, Dr. Wil- 
lard Cooke, Galveston, Tex., Dr. Robert John- 
ston, Houston, Tex. 


WEDNESDAY 
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4:00 to 5:00 p.m. Urologic Problems in General Practice 
(PANEL) 
Moderator -Dr. Lloyd G. Lewis, Washington, D.C. 
Panelists—Dr. Harry Spence, Dallas, Dr. Dan 
Higbee, Denver, Colo. 


THURSDAY March 27 


9:00 to 10:00 a.m. Trauma (PANEL) 

Moderntor—Dr. Nicholas J. Giannestras, Cincin- 

nati, Ohio 

Fractures—Dr. Harrison L. McLaughlin, New York, 

Hand Injuries—Dr. Michael L. Mason, Chicago, II. 

Head and Neck Injuries—Dr. Frank H. Mayfield, 

Cincinnati, Ohio. 
11:00 to 12:00 Noon Medical Hypnosis with Practical 
Demonstrations (PANEL) 
Moderator—William T. Heron, Ph.D., Minneapolis, 
Minn. 
Panelists—Dr. Maurice E. Bryant, Colfax, Wash., 
Dr. Milton H. Erickson, Phoenix, Ariz. 

In addition to Dr. Ridgeway, the members of the 
Committee on Scientific Assembly are Dr. Herman 
Drill, Hopkins, Minn., chairman on the Subcommittee 
on Scientific Exhibits; and Drs. John R. Bender, 
Winston-Salem, N. C.; Robert F. Purtell, Milwaukee, 
Wis. ; Garra Lester, Chautauqua, N. Y. and Walter W. 
Sackett, Jr., Miami, Fla. 


“They say it’s a physician's convention, but a few 
chiropractors MUST have snuck in!” 
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Tenth Annual Scientitic Assen bl 


THE AMERICAN ACADEMY OF GENERAL i¢ 
DALLAS, TEXAS, MARCH 24-27, 


(COMBINED WITH THE DALLAS SOUTHERN CLINICAL SOCIETY 


Make Your 
Hotel Reservation 
Early! 


ALTHOUGH there is a large number of hotels in Dallas 
and a maximum of their rooms will be available for our 
Assembly, last year’s attendance in Saint Louis, Missouri, 
indicates all rooms will be assigned by February 1, 1958. 
Make Your Reservation . . . Now! But if you are unable to 


Room assignments will be made in order received. 


} Reservation requests should be sent to the AAGP Housing 
Bureau, 1101 Commerce Street, Dallas, Texas. 


> Only a few rooms available at the Hotel Statler Hilton in 
addition to those set aside for delegates and speakers. 
Delegates must make their own reservations although a 
block of rooms is reserved for them. A special form will 
be sent delegates of record. 


> Be sure to list definite arrival and departure time; names of 
all occupants of room. 


attend, cancel early so another member may have an op- 
portunity to attend. < } Academy Headquarters will be at the Dallas Memorial 


Auditorium. 


} Delegates’ registration at the hotel Saturday morning, March 
22. Advance registration for members at the hotel on Sat- 
urday afternoon, March 22, and Sunday, March 23; also at 
the Dallas Memorial Auditorium on Sunday, March 23. Start- 
ing Monday morning, March 24, all registration at Dallas 
Memorial Auditorium. 


} CANCEL EARLY if you cannot attend so another member 
may obtain a room. 


USE THIS CONVENIENT HOTEL RESERVATION FORM 


Map of Downtown Dallas 
Showing Key Convention 
Locations 
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ADD 


HOTEL 


ROOM RATES 


ication 
or Housing 
iccommodations 


FoR YOUR CONVENIENCE in making hotel reservations for 
he coming meeting of The American Academy of General 


te on March 24-27, 1958, in Dallas, hotels and their 


ates are listed. Use the form at the bottom of this page, 
ndicating your first, second and third choice. Because 


the limited number of single rooms available, you will 
and a much better chance of securing accommodations at 
ne hotel of your choice if you request rooms to be occupied 
two or more persons. All reservations must be cleared 
bough the housing bureau. All requests for reservations 
give definite date and hour of arrival as well as definite 
and approximate hour of departure. Names and addresses 


all persons who will occupy rooms requested MUST be in- 


Singles 


*ADOLPHUS $ 5.00-14.00 $ 8.50-14.00 $ 9.00-15.00 $20.00-40.00 
*BAKER 5.00-11.00 7.00-11.50 8.50-14.00  23.00-37.50 
CLIFFTON 4.00 4.00- 6.00 

*CLIFF TOWERS 4.00- 5.50 5.50 7.00- 8.00 15.00 
COTTON BOWL 3.50 9.00 
CREST PARK 6.00-12.00 12.00-15.00 8.00-15.00 

(Suites only) 

*DALLAS 5.00- 8.00 6.00-10.00 8.00-12.50 18.00-24.00 
LAKEWOOD 4.50- 5.50 6.00- 7.00 
LAWN 4.50- 5.50 6.00- 7.00 
LENNOX 5.00 7.00 7.50 10.00-32.00 
LIDO 7.00-10.00 7.00- 9.00 8.00-10.00  20.00-25.00 
LOMA ALTO 4.50- 5.50 6.00- 7.00 7.00 10.00-12.50 
LYNN 5.00- 6.00 6.50- 7.50 7.00- 8.00 11.50-12.00 

*MAYFAIR 4.00- 5.00 5.00- 7.00 7.00- 8.00 7.50-12.00 
MELROSE 6.00-10.00 8.00-10.00 9.00-12.00 16.00-26.00 
MIRAMAR 4.50- 5.00 6.50- 7.00 8.50 15.00 
OAKS MANOR 6.00-10.00 7.00- 9.00 8.00-10.00 18.00-20.00 

*SOUTHLAND 4.50- 8.50 5.50- 8.50 7.50-15.00 16.50-17.50 

*STATLER HILTON 7.00-14.00  10.00-16.00 12.50-18.00  25.00-75.00 
Headquarters Hotel (Limited number of rooms available for general assignment.) 
STONELEIGH 8.00-11.00  16.00-28.00 
TOWN HOUSE 7.00-10.00 8.50-10.00 9.00- 9.50 25.00 

*TRAVIS 5.50- 9.00 8.00- 9.00 8.00- 9.00 15.00 

*WHITE-PLAZA 5.00- 8.00 5.50-10.00 7.00-12.00  10.00-27.00 

*WHITMORE 5.00- 6.00 6.00- 7.50 8.00 10.00-20.00 
WYNNEWOOD 4.00- 6.00 5.50- 7.00 6.00- 7.00 9.50-15.00 

*Denotes downtown hotels. 

ALL RESERVATIONS MUST BE RECEIVED PRIOR TO MARCH 1, 1958 


Please reserve the following accommodations for the A.A.G.P. Tenth Annual Scientific Assembly on March 24-27, 1958 in Dallas, Texas. 


Single Room. Double Bedded Room. Twin Bedded Room 

2 Room Suite. Other Type of Room. Rate: From $. to $. 

First Choice Hotel. Second Choice Hotel Third Choice Hotel 

Arriving at Hotel (date) Hour .... AM. PM. 
leaving (date) Hour AM. P.M. 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double room or twin bedded room 
requested. Names and addresses of all persons for whom you are requesting reservations and who will occupy the rooms asked for: 


(Individuc! Requesting Reservations) 


If the hotels of your choice are unable to accept 
your reservation the AAGP Housing Bureau will 


Address 


make as good a reservation as possible elsewhere 


City... State. 


providing that all hotel rooms available have not 
already been taken. 
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The itching and 

‘discharge of vaginitis can 
rob a woman of self- 
assurance and composure. 
To restore the feeling of 
personal cleanliness, 

Sterisil Vaginal Gel attacks 
the cause of vaginitis—be 
it moniliasis, trichomoniasis 
or Hemophilus vaginal is.* 


A new anti-infective 
compound with broad 
antibacterial, antifungal and 
antitrichomonal activity, 
Sterisil is effective against all 
three types of vaginitis.!+ 


Sterisil, with unique 

affinity for tissue, clings to 
the site of application 
providing prolonged antiseptic 
action. In most cases, the 
gel need only be applied 
every other night. 
*H. vaginalis, the pathogen now 

believed responsible for most cases 

of so-called “nonspecific” vaginitis.* 
Dosage: One application 

every other night until a total 
of six has been reached. 
Treatment should be continued 
through one menstrual period. 
Severe cases may require treat- 
ment every night. 


Available in 14% oz. tubes 
with six disposable applicators 
and complete instructions. 


2 ferences: 1, Wolff, J. R.: In press. 
and Maughan, 

&. M.- West. J. Surg. 64: :581 (Nov.) 

1956. 3. Feldman, R. L.: In payee. 

4. Hoefer, iH. Bailey, F 

and W.: Antibiotic 

Med. & Clin. Therapy 4 4:31 Gone 

1957. 5. Gardiner, H. L., and Dukes, 

C. D.: J. Obst. & Gynec. 60:962 

(May) 1955. 
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News from the State Chapters 


PHYSICIAN REGISTRATION numbered 125 at Haywood 
County (North Carolina) chapter’s fourth annual moun- 
taintop medical assembly held June 20-22 in Waynes- 
ville. The Smoky Mountain meeting brought doctors 
and their families from North Carolina, South Carolina, 
Georgia, Tennessee, Florida, Louisiana, Alabama and 
Pennsylvania. 

The scientific program, featuring six lecturers, con- 
sisted of one full day and two succeeding mornings, 
with the afternoons free for social activities (see cué). 
Anaudiovisual program was conducted the first evening. 

On the program were Drs. C. R. Stephen, professor 
of anesthesiology, Duke University; R. T. Tidrick, 
professor of surgery, University of Iowa; Harry R. 
Draper, instructor in psychiatry, University of Pennsyl- 
vania; Lawrence L. Hester, professor of obstetrics, 
Medical College of South Carolina; Ben Gendel, as- 
sociate professor of medicine, Emory University and 
Ellard M. Yow, associate professor of medicine, Baylor 
University. 

A fashion show was held for the ladies (see cut). 
> The ninth annual scientific meeting of the California 
chapter, starting November 3 and running three days 
at Los Angeles’ Hotel Statler, is expected to draw 
some 2,500 family doctors and wives from Oregon, 
Nevada and Arizona as well as all parts of California. 

Chapter President Joseph W. Telford of San Diego 
will officially open the meeting. Dr. A. J. Franzi of 
San Francisco, chapter president-elect, will preside 
on closing day. In charge of general arrangements 
is Dr. Hammond Horton of La Canada. Dr. Frank W. 
Norman of Santa Rosa is program chairman. 

Among medical authorities on the scientific program 
will be Drs. Charles W. Mayo, Mayo Clinic; Harry 
Bakwin, a New York pediatrician; Perry S. MacNeal, a 
Philadelphia internist; Ben W. Lichtenstein, a Chicago 
neurosurgeon; Grantley W. Taylor, a Boston cancer 
expert; Henry H. Dixon, a 
Portland, Ore. tranquilizer 
expert and Louis A. Buie, 
a proctologist at Mayo 
Clinic. 
> AAGP Past President 
J. S. DeTar, Milan, Mich., 
will give two scientific talks 
at the New Mexico chapter 
meeting, being held jointly 
with the Southwestern 
Medical Association Octo- 
ber 9-11 at El Paso, Texas’ 
Hotel Del Norte. 


J. S. DeTar, M.D. 
A. Mexico chapter guest. 
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Mountaintop Speakers at “Mike"— Two of the speakers at the recent 
fourth annual mountaintop medical assembly held in Waynesville, 
N. C. and sponsored by the Haywood County chapter are grouped 
around the microphone with two of their Academy hosts. Left to right 
are Speakers Lawrence L. Hester and Ben L. Gendel and Academy 
Members . E. Weems of Perry, Ga. and John R. Bender of Winston- 


Salem, N. C. 


their special entertainment during the three-day session. 


Wives View Late Fashions—Doctors’ wives attending North Caro- 
lina’s Mountaintop meeting view the latest in fashion as part of 


A chapter business meeting Thursday, October 10, 
will be followed by a luncheon roundtable. Moderat- 
ing the panel of four will be Chapter Member Leland 
S. Evans, who is co-chairman of the program com- 
mittee. Roundtable speakers will be Drs. DeTar, 
William Parson, Department of Medicine, University 
of Virginia; Oscar Creech, Jr., chairman of the De- 
partment of Surgery, Tulane University; and E. E. 
Muirhead, professor of pathology, University of Texas 
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Southwestern Medical School and president of the 
American Association of Blood Banks. 

> Dr. Amos R. Little, Jr. of Helena was named presi- 
dent-elect of the Montana chapter at its seventh annual 
meeting June 21-22 at Glacier Park. Dr. W. E. Harris 
of Livingston succeeds Dr. George Trobough of Ana- 
conda as president. 

Also elected were Drs. H. R. Soltero, Billings, vice 
president and Vernon Standish, Big Timber, sec- 
retary-treasurer. Directors are Drs. J. S. Pennepacker, 
Sidney; Robert H. Leeds, Malta; and Trobough. 

Dr. J. S. DeTar, Academy past president, was ban- 
quet speaker preceding the honor award presentation 
made to Chapter Member Edward M. Gans of Har- 
lowton, who was chosen the AMA’s “General Prac- 
titioner of the Year” and recently named “Catholic 
Physician of the Year” by the National Federation 
of Catholic Physicians Guild. 

Scientific speakers were Drs. K. G. Wakim, Mayo 
Clinic; Raymond W. McNealy, Chicago; Ben Eiseman, 
Denver and Mitchell J. Nechtow, Chicago; and Dr. 
Maurice E. Bryant of Colfax, Wash. Dr. Bryant pre- 
sented two hypnosis lectures; one, “Hypnosis in the 
Family,” was for doctors, wives and guests. Four 
panel discussions were moderated by Drs. Trobough, 
Harris, Little and Soltero. 

Two business meetings were conducted during the 
two-day meeting. 
> The Memphis, Tennessee chapter has a program un- 
der way to help dispel the stigma which the public 
has attached to epilepsy. 

The project is an outgrowth of the expelling of 
a third grade child from school during last year’s 
school term because other parents disliked having 
ther children witness the child’s occasional sei- 
zures. With the aid of the Red Cross and the Mem- 
phis chapter, the child has been entered in a private 
school. 

The chapter requested epilepsy films from one of 
the leading pharmaceutical firms, which have been 
screened for public use. It was planned to have suitable 

ones shown to local civic 
clubs and Parent-Teacher 
organizations. 

> Among scientific speak- 
ers at Maryland chapter’s 
ninth annual meeting and 
scientific assembly to be 
held October 9-10 at Eas- 
ton, are Drs. Washington 
C. Winn, Richmond, Va.; 
William D. Snively, Jr., 
Evansville, Ind.; Howard 


William D. Snively, Jr., M.D. F. Root, Boston; Robert 
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P. Glover, Philadelphia; Charles W. Wainwright, 
Baltimore; Julius Wilson, director of medical educa- 
tion for the National Tuberculosis Association ; Gerald 
Galvin; C. Bernard Brack; Howard Jones, Baltimore 
and John Frost. Drs. Galvin, Brack, Jones and Frost 
will all speak on cancer. 

Also on the speaker list is Mr. Leslie Miller of Balti- 
more, who will give a talk on sound. 

A panel on heart disease will be conducted by Drs. 
J. Scott Buttersworth, Philadelphia; Victor McKusick, 
Johns Hopkins School of Medicine, Baltimore; Kyle 
Swisher, University of Maryland, Baltimore; and 
Thurston Harrison, Easton. 

Following the annual business meeting there will 
be cocktails and the annual banquet with the Reverend 
Robert P. Varley, Th.M. of Salisbury, Md., as guest 
speaker. 

On the second day a meeting of the Committee on 
Pelvic Cancer will be held. Dr. Richard W. TeLinde 
is committee chairman. 

The Maryland chapter joined with the Medical 
Alumni Association of the University of Maryland and 
the postgraduate committee of the university’s school of 
medicine to sponsor the annual scientific session dur- 
ing the university’s “Spring Activities Day” held*on 
the Baltimore campus in June. 

Color and black-and-white transmissions were used 
during the closed-circuit medical telecast in the Uni- 
versity Hospital. Nine faculty members spoke on a 
variety of scientific subjects. 

Presiding during the session were University Medi- 
cal Dean William S. Stone and Dr. Carl W. Ebering 
III, assistant professor of medicine and head of the 
division of gastroenterology. Dr. J. Sheldon Eastland, 
president of the Medical Alumni Association, was ban- 
quet toastmaster. 
> AAGP President-elect Holland T. Jackson of Ft. 
Worth, Tex. will install new officers during the an- 
nual banquet at Lovisiana chapter’s 11th annual meet- 
ing, October 8-10, in Monroe. He also will give the 
principal banquet address, ‘Privileges and Responsi- 
bilities.” A congress of 
delegates meeting October 
8 will precede the official 
opening of the scientific 
program the following 
morning. On the scientific 
speaker list are Drs. R. L. 

Sanders, professor of sur- 
gery, University of Ten- 
nessee, Memphis; William 
F. Guerriero, clinical as- 
sociate professor of ob- 
stetrics and gynecology, 
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Southwestern Medical School of the University of 
Texas, Dallas; Thomas D. Moore, professor of uro- 
logic surgery, University of Tennessee; and Harry E. 
Banghart, assistant professor of medicine, Hahnemann 
Medical College and Hospital, Philadelphia. 

Luncheon speakers will be Dr. J. P. Culpepper, 
president of the Southern Medical Association and 
Academy Member E. S. McLarty, chief of preceptor- 
ship program, University of Texas School of Medicine, 
Galveston. 

Dr. and Mrs. Vincent Sampognaro will entertain 
early arrivers with a cocktail party at their home Oc- 
tober 7. An open house in the hotel suite of Dr. and 
Mrs. Julius Daigle will be held Tuesday afternoon. A 
dinner dance is scheduled for that evening. 

Mrs. Bess Courtman, in charge of ladies’ activities, 
has planned a style show luncheon at the Bayou 
DeSiard Country Club and a dessert-card party the 
following day. A coffee will be held the final day at the 
home of General and Mrs. Claire Chennault, where 
their collection of rare museum oriental art objects 
will be displayed for the ladies to see. 
> Chapter President Richard P. Bellaire will welcome 
chapter members and guests to the New York state 
chapter’s ninth annual scientific meeting October 
21-23 at New York City’s Barbizon-Plaza Hotel. 

Others officially opening the meeting will be Drs. 
Thurman B. Givan, president of the Medical Society 
of the State of New York; Philip D. Allen, president of 
the Medical Society of the County of New York and 
Joseph A. Pincus, chairman of the program committee 
and president of the New York County chapter. 

Among scientific speakers will be Drs. Joe W. 
Howland, Walter T. Murphy, G. V. Taplin, George 
Meneely, I. Phillips Frohman, Benjamin Boshes, 
Frederick D. Zeman, William Malamud, Albert C. 
England, Jr., Paul W. Lapidus, Allan R. Cantwell, 
Arthur A. Michele, Samuel S. Cohen, Theodore K. 
Himelstein, Frances J. Braceland, Raymond W. Wag- 
goner, G. Gordon Bell, Herman W. Rannels, John S. 
Labate, Mortimer D. Speiser, Melvin L. Stone, and 
Arthur M. Reich. 

Although the annual meeting officially closes at 5 
o’clock Wednesday evening, October 23, it will be 
followed the next day by a specially planned visit and 
instruction at the Institute for Rehabilitation Medi- 
cine under the auspices of Dr. Howard W. Rusk, 
institute director. An alternate program consists of a 
visit and instruction at the Brookhaven Institute and 
Atomic Research Laboratory at Brookhaven, L.I., to 
be directed by Leland J. Haworth, Ph.D. 

Sailing time of the SS Kungsholm on an 11-day 
Posiconvention cruise to the Caribbean will be 4:30 
p.m. Thursday, October 24. The teaching faculty for 
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the scientific program dur- 
ing the cruise will be from 
the New York University 
Post-graduate Medical 
School. The itinerary in- 
cludes St. Thomas, Virgin 
Islands; Ciudad Trujillo, 
Dominican Republic; and 
Port Au Prince, Haiti. 

The Adirondack Coun- 
ties (New York) chapter 
was a joint sponsor of the 
sixth annual symposium 
for general practitioners on tuberculosis and other 
chronic pulmonary diseases held the week of July 8 
at Saranac Lake. The American Trudeau Society was 
also a sponsor. 

Dr. Henry W. Leetch, general chairman of the sym- 
posium, and Dr. Richard P. Bellaire gave welcoming 
addresses. There were 48 registrants. 

Among the scientific speakers were Drs. John N. 
Hayes, William Steenken, Dorothy Steward, Henry 
W. Leetch, Leonard Bristol, Carl Merkel, James Mon- 
roe, Adolph Hochwald, Clark White, Arthur Hersh- 
man, John D. Lawrence, Marguerite Kingsbury, Ed- 
ward N. Packard, Norman Shefrin, Clayton Steward, 
George E. Wilson, Alfred M. Decker, John H. Eisen- 
hauer, David V. Pecora, and W. Warriner Woodruff. 

An evening dinner and social hour was held for 
students, faculty and their wives. 

Afternoon electives Tuesday through Friday in- 
cluded visits to Sanatorium Gabriels, Will Rogers 
Memorial Hospital, the Saranac Lake Rehabilitation 
Guild, and Ray Brook state hospital. 
> Academy President Malcom L. Phelps was banquet 
speaker at South Carolina chapter’s annual meeting 
held October 3-4 at Clemson House, Clemson. 

Scientific speakers included Drs. W. M. Kelsey, 
Bowman-Gray; I. Dyer, Tulane; H. M. Robinson; 
Maryland; B. Manchester, Washington, D. C.; D. R. 
Hawkins, University of North Carolina; J. Price, 
Florence, S. C.; G. P. Cone, Orangeburg, S. C.; E. S. 
O. gain, Duke; S. F. Ravenell, Greensboro, N. C.; and 
R. L. Sanders, Sanders Clinic. 
> Dr. Barney W. Finkel assumed the editorship of 
St. Louis (Missouri) chapter’s monthly publication 
News and Views, as of the May issue. Appointed by 
Chapter President Walter T. Gunn, Dr. Finkel fills 
the position vacated when Dr. Norton Eversoll re- 
signed. Dr. Charles A. Molden is associate editor and 
Miss Eleanore Schmied, chapter executive secretary, 
continues as managing editor. 

Among other accomplishments as editor of News 


Howard W. Rusk, M.D. 


~ and Views since November, 1953, Dr. Eversoll was able 
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CHILDREN 


Today’s families are planned big 


HE earlier phase of the baby boom, char- 
‘Lala by its sharp rise in first and second 
births, is being sustained by the “unusually large 
numbers of children born in established fam- 
ilies.” Almost one-third of the 1956 babies were 
third or fourth children —a higher proportion 
“than for any year since before World War I.” 
Big, but spaced families — Many of these chil- 
dren will have one, two or even more brothers 
or sisters, especially in upper-class families. A 
survey recently completed among 29,494 grad- 
uates of 178 colleges shows that the men of the 
class of ’45 have families averaging 70% larger 
than the men of the class of ’36 in the ten years 
after graduation.? 

Ideal method for family planners — When pru- 
dent young wives ask advice to help them space 
their children, they want to be sure the method 
recommended really provides protection. You 
can give them this assurance with the diaphragm- 
jelly technique, the preferred method for women 
of high parity. Adopted by parenthood clinics 
“as possessing the least degree of fallibility,”* 
this dependable method reduces “‘the likelihood 
of conception by at least 98 per cent.’”’* 

Comfort and security — RAMSES® Diaphragm 
and Jelly offer comfort for the patient as well 
as the peace of mind that comes with the use of 


a reliable technique. The smooth, cushioned rim 
of the RAMSES Diaphragm prevents irritation. 
Its flexibility in all planes permits complete free- 
dom of movement. RAMSES Jelly,* a “10-hour” 
jelly because it occludes for that long, quickly 
immobilizes sperm and is safe for continued use. 
Wives who want their families when they want 
them are confident that you have given sound 
advice when you tell them that for more than 
30 years physicians have relied on RAMSES pro- 
tection in family planning. 

In prescribing a diaphragm — 
Specify the attractive, complete 
unit — RAMSES “TUK-A- 
WAY’”® Kit #701 with dia- 
phragm, introducer, and 3 
oz. tube of jelly in a washable, 
zippered bag. Diaphragm in 
sizes from 50 to 95 mm. Additional 

jelly, in 3 and 5 oz. tubes, at all pharmacies. 


omg! 1. Statist. Bull. M . Life Insur. Co. 38:6 
(March) 1957. 2. College Study rt: Population Bull. 
11:45 (June) 1955. 3. Novak, E., and Novak, E. R.: Text- 
book of Gynecology, Baltimore, The Williams & Wilkins Co., 
1956. 4. Tietze, C.: Proc. 3rd Internat. Conf., Planned Par- 
enthood, 1953. 


JULIUS SCHMID, Inc. 
423 West 55th Street, New York 19, N. Y. 


*Active agent, dodecaethyleneglycol monolaurate 5%, in a base of long- 
lasting barrier effectiveness. 

RAMSES and “‘TUK-A-WAY” are registered trade-marks of 

Julius Schmid, Inc. 
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to see the publication increase from eight to 24 pages. 

Dr. Molden is chapter vice president. Both Drs. 
Finkel and Molden are on the chapter board of direc- 
tors and Dr. Eversoll is on the publications and ad- 
visory Committees. 
> An institution on mental retardation is being spon- 
sored by the Oklahoma chapter, with four other medi- 
cal groups. The initial session of the new project was 
held at Children’s Medical Center in Tulsa June 19. 
General practitioners, specialists, nurses and allied 
personnel were invited. 

The center will serve a five-state area for institute, 
which is one of several preliminary planning phases 
to set up the Oklahoma Mental Retardation Training 
Program at the hospital. 


Guest speakers were Drs. C. R. Russell, president 


of the Tulsa County Medical Society; John W. Shack- 
elford, director of the maternal and child health sec- 
tion of the state department of health; T. R. Pfundt, 
University of Oklahoma; Paul C. Benton, head of the 
mental retardation program and psychiatric con- 
sultant; Harold J. Binder, University of Oklahoma and 
Marshall O. Hart, Tulsa. 

Other sponsoring agents are the Oklahoma State 
Department of Health, the Academy of Pediatrics, the 
Tulsa County Medical Society and the Children’s 
Medical Center. 
> New Jersey chapter’s sixth annual scientific meet- 
ing will be held January 11, 1958, again at the Ber- 
keley-Carteret in Asbury Park. 

Highhghting the scientific program will be a sym- 
posium on Current Therapeutic Trends. 

Chairmen for the meeting are Drs. Robert E. Ver- 
don, Cliffside Park; Samuel Deich, Passaic and George 
C. Parell, Newark. 
> On July 14 the Washington chapter held a symposi- 
um at the Davenport Hotel in Spokane, and on Septem- 
ber 17, members convened at Seattle’s Olympic Hotel 
for a ““G.P.” Luncheon during the state medical asso- 
ciation meeting. 

Washington chapter’s next annual meeting will be 
held May 30-31, 1958 at the Chinook Hotel in Yakima. 
Special plans are being made for wives and children, 
including baby sitters. 
> The Maine chapter held a special luncheon during 
the three-day meeting of Maine Medical Association’s 
104th annual meeting held June 23-25 at Rockland. 
> The Thannhauser clinic, sponsored annually by 
the New Hampshire chapter, was held Wednesday, 
August 28, at Laconia. A dinner, which was served at 
the Laconia Hospital, preceded the clinic. The clinic 
is provided for each year by Dr. S. J. Thannhauser, 
associate physician-in-chief to the Joseph H. Pratt 
Diaznostic Hospital. 
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CONTINUED FROM PAGE 35 


the Calendar 


* Clitssified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum 
hours listed when available. 


*Oct. 
*Oct. 


*Oct. 
*Oct. 


*Oct. 


*Oct. 
*Nov. 


*Nov. 


*Nov. 


*Nov. 


*Nov 
*Nov. 
*Nov. 


*Nov. 


*Nov. 


*Nov. 


*Nov. 
*Nov. 
*Nov. 
*Nov. 


*Nov. 


*Nov. 


30. Delaware chapter, course on treatment of ane- 
mias and leukemias, Wilmington General Hospital 
Wilmington. (3 hrs.) 

30. Hahnemann Medical College, course on malig- 
nancy of the reproductive organs, Philadelphia. 
(2 hrs.) 

30-31. Missouri chapter, ninth annual meeting, Hotel 
Governor, Jefferson City. (10 hrs.) 

31. Maine chapter, annual meeting, St. Mary's 
Hospital, Lewiston. 

31. Westchester County (New York) chapter, course 
on graphic methods in cardiology, Phelps Memorial 
Hospital, North Tarrytown, N. Y. (2 hrs.) 

31-—Nov. 2. Florida chapter, annual meeting, Hotel 
Serano, Saint Petersburg. 

3-6. California chapter, ninth annual meeting, Hotel 
Statler, Los Angeles. (13 hrs.) 

4-7. Nebraska chapter and Omaha Mid-West Clinical 
Society, 25th annual meeting, Sheraton-Fontenelle 
Hotel, Omaha. (144 hrs.) 

4-15. Chicago Medical Society, fall postgraduate 
course, Chicago. (32% hrs.) 

5-7. Michigan chapter and Wayne County (Michigan) 
chapter, 11th annual fall postgraduate clinic, Shera- 
ton-Cadiliac Hotel, Detroit. (19 hrs.) 


. 6. Delaware chapter, course on ataraxic drugs, Wil- 
_ mington General Hospital, Wilmington. (3 hrs.) 


6. Hahnemann Medical College, course in fetal loss 
in pregnancy, Philadelphia. (2 hrs.) 

6-7. University of Buffalo, course in gynecology, 
Buffalo, N. Y. 

6-May 28, °58. New York Medical College, course 
on communicable diseases, 30 sessions, Wednes- 
days, New York City. 

7. Westchester County (New York) chapter, course on 
diseases of the heart, Phelps Memorial Hospital, 
North Tarrytown, N. Y. (2 hrs.) 


. 8. Puerto Rico chapter, course on gynecologic cancer, 


San Juan. (2 hrs.) 


. 8-10. Colorado chapter, annual meeting, Antlers 


Hotel, Colorade Springs. 


. 9-22. Jefferson Medical College, seminar-cruise 


aboard M/S Stockholm, to Caribbean, Port of 
Embarkation, North Carolina. (25 hrs.) 


. 11-14. Southern Medical Association, 51st annual 


meeting, Miami Beach, Fla. 


. 11-15. American Public Health Association, 85th 


annual meeting, Cleveland, Ohio. 
11-15. New York University-Bellevue Medical Cen- 
ter, full-time course on arthritis and allied rheu- 
matic disorders, New York City. (35 hrs.) 
11-15. New York University-Bellevue Medical Cen- 
ter, course on hematology, New York City. 
11-16. Royal Victoria Hospital, refresher course, 
Montreal, Canada. (36 hrs.) 

13. Delaware chapter, course on hypertensions, Wil- 
mington General Hospital, Wilmington. (3 hrs.) 
14. Missouri chapter, program on the doctor in the 
courtroom, Chillicothe, Mo. (1 hr.) 

14. Westchester County (New York) chapter, course 
on heart disease, Phelps Memorial Hospital, North 
Tarrytown, N. Y. (2 hrs.) 

14-22. Pan-Pacific Surgical Association, seventh 
congress, Honolulu, Hawaii. (24 hrs.) 


Nov 
*Nov 
*Nov 
Nov 
Nov 


ACM.Z Electrosurgical Unit C-264 


incorporates the most recent advances in 
electronic engineering; automatic line 
voltage regulator to. stabilize 115 volt line 
current... full wave oscillator rectification 

. . extra power output for efficient cutting 
or coagulation without destruction of tissue 
or damage to instruments .. . three-pedal 


footswitch and optional dial controls for 
individual precision at each setting. 


Wappler Surgical Unit C-263 RC 


Special electronic circuits for delicate tele- 
scopic instruments . . . abundant power... 
elective dial settings . . . cutting and 
lation on complete independent circuits .. 
economical and adaptable. 


Wappler Cold Cautery 
Scalpel C-450 


Small, compact, light weight (16 Ibs.) for 
office or hospital use ... high frequency 
cutting and coagulation with special 
‘cold’ electrode to reduce heat radiation 
.. . simple control panel and shock-proof 
footswitch . . 6-foot conducting ‘cords 
housed in case with rewind mechanism 
under push-button control. 


ACM. Portable 


Electrosurgical Unit 
C-350 


Compact and conveniently 
portable. ..18%2"x 
x 8%”... only 33 Ibs. 
complete, with 8 elec- 
trodes and other ac- 
cessories ... independ- 

ent separate circuits for 
cutting and coagulation 
of any tissue. 


CACAML.Z Electrosurgical Equipment pro- 


vides the highest standard of excellence 
for surgeons who can accept nothing less 


Surgeons have long esteemed oFCM.Z 
electrosurgical equipment as the finest 
consummation of engineering design and 
clinical serviceability available, for use 
in all branches of general surgery. Their 
exquisite craftsmanship provides the 
perfect instrumental medium for peerless 
surgical technique. A variety of models is 
provided, to serve the individual physi- 
cian’s requirements. 


Visit your dealer to inspect these modern 
electrosurgical units and their accessories, 
or write for complete information. 


Units C-263 RC and C-450 are available in 3 mod- 
els a 110-120 or 220-240 volt, 50-60 cycle A.C., 
and for 110 volt, 25 cycle ACs Unit C-350 for 
110- 120 and 220-240 volt, 50-60. cycle A.C.; Unit 
C-264 is designed to operate at 110-120 volt, "50-60 
cycle A.C. The automatic voltage regulator permits 
satisfactory operation between 90 and 135 volts. 


ESTABLISHED IN 1900 ~©8©.> BY REINHOLD WAPPLER 


1241 LAFAYETTE AVENUE * NEW YORK 59, N. Y. 
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EXPERIENCE has shown that any Congress in its first 
session is relatively inactive in health and welfare 
fields. During the second and final session (always an 
election year) it goes to work on these subjects with a 
vengeance. This Congress, although approximately 
450 bills of interest to medicine have been introduced, 
is no exception. The preliminary work on some selected 
subjects which will receive attention in the next session 


is described below. 


Social Security Coverage for Physicians 
H.R. 8883, Representative Kean (R—N.J.) 

This bill would make a number of major changes in 
the social security law including compulsory coverage 
for physicians, something organized medicine gener- 
ally has opposed. 

It would raise the present tax wage base from $4,200 
to $4,800. This would mean that the self-employed 
physician would pay an annual tax of $162.00 under 
the present rate (3% per cent). By 1975 this tax would 
increase to $306 under a schedule of future increases 
already voted by Congress. 

In addition it would: 

Pay benefits to dependents of those receiving dis- 
ability payments. 

Authorize payments from the trust fund for the re- 
habilitation of those receiving disability payments. 

Increase the benefit at retirement for those who do 
not retire at age 65 by 1 per cent for each year they are 
over 65. 

Maximum monthly benefits to workers would be 
raised from $108.50 to $118.50. Maximum family 
benefits would be raised from $200 to $271.25. Widows 
and widowers benefits would be raised from $81.40 to 
$94.80. For a widow with two dependent children the 
benefit would rise from the maximum of $200 to 
$296.25. For a retired couple the benefits would rise 
from $162 to $177.25. 
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The AMA Washington Report highlights 

legislative activity of interest to physicians. 

Prepared exclusively for GP by the AMA’s Washington Office, 
this monthly feature presents a running box score 

of important legislative action. 


AMA Washington Report 


Chemical Additives Control 
H.R. 6747, Representative Harris (D—Ark.) 


This bill, one of nine pending on this subject, was 
introduced in behalf of the Administration by the 
Chairman of the House Interstate and Foreign Com- 
merce Committee. It would prohibit the use in foods of 
chemical additives that have not been adequately tested 
to establish their safety. A chemical additive is defined 
as “‘any substance the intended use of which results . . . 
in its becoming a component or otherwise affecting the 
characteristics of any food (including any substance 
intended to preserve or alter food or for any other pur- 
pose in producing, manufacturing, packing, proces- 
sing, preparing, treating, packaging, transporting, or 
holding food; and including any radioactive material 
intended for any such use or as a source of the irradia- 
tion of food) . . .” It does not include pesticides used 
on raw agricultural commodities either in their pro- 
duction, storage or transportation. 

The bill would require manufacturers to furnish the 
Food and Drug Administration evidence that the pro- 
posed use of an additive would be safe. Additives now 
in use that are “generally recognized, among experts 
qualified by scientific training and experience,” would 
be exempted from pre-testing. However, if an additive 
is not generally held to be safe, even though used for a 
long time, it would not be exempted. 

Additives which may be toxic when used in large 
amounts would have to have a “functional value” and 
levels of safety would be established for them. 

A procedure is provided for obtaining permission to 
use an additive. If the Secretary of HEW forbids use, 
his decision could be reviewed in the federal courts. 

H.R. 7798 by Representative Delaney (D—N.Y.) is 
similar to the above bill in many respects. However, it 
would forbid the Secretary of HEW to grant approval 
“for use in any food any additive found to induce 
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...sick after eating 


“Mealtime doldrums” (nausea, lack of appetite, gastrointestinal distress, dyspepsia, weak- 
ness and fatigue) are symptomatically consistent with biliary stasis. More than replace- 
ment therapy (bile salts) is needed. A copious flow of highly fluid bile—hydrocholeresis— 
promptly drains the biliary tree and clears away sluggish bilious matter, relieves irrita- 
tion, and prevents infection of the bile ducts. Hydrocholeresis restores the physiologic sup- 
ply of natural bile from within and achieves laxation without catharsis. Dehydrocholic 
acid is the most potent hydrocholeretic and the least toxic of the bile derivatives. 


Spasmolysis is rapidly and effectively achieved by homatropine methylbromide which 
has been proved notably safe in the new, higher dosage of five milligrams. 


Cholan V, a combination of dehydrocholic acid and homatropine methylbromide, 
affords prompt relief from symptoms of hepato-biliary insufficiency and spasm, and helps 
maintain adequate bile fluidity—especially indicated in dyspepsia, obesity, pregnancy, 


new Cholan V 


Each tablet contains 250 mg. Cholan DH® (dehydrocholic acid Maltbie) 
and 5 mg. homatropine methylbromide. One or two tablets t.i.d., after 
meals. Bottles of 100, 500, and 1,000. 
Hydrocholeresis is contraindicated in jaundice and in complete bile duct 
obstruction. 
Also available: 
Cholan DH® (250 mg. dehydrocholic acid); 


Cholan HMB (250 mg. dehydrocholic acid, 2.5 mg. homatropine 
methylbromide, 4 gr. phenobarbital), 


Write for free sample supply to Professional Service Department. 
MALTBIE LABORATORIES DIVISION 
WALLACE & TIERNAN, INC. 


2 
5 


Belleville 9, New Jersey 
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cancer in man, or, after tests, found to induce cancer 
in animals.” 

Hearings on the subject of additives were held by 
the Health Subcommittee of the House Interstate and 
Foreign Commerce Committee prior to the close of the 
first session of the Congress. Chairman J. B. Williams 
(D—Miss.), noting that 10 years have passed since 
Congress studied the need for this type of legislation, 
said he hoped this Congress would produce chemical 
additive legislation that would be in the public interest. 

After several days of testimony by representatives of 
manufacturing groups (their primary concern was over 
legal procedures) , the committee membership expressed 
the desire to hear from medical groups since the legis- 
lation involved health. A 15-man scientific panel, 
headed by Dr. William J. Darby of Vanderbilt School 
of Medicine and a member of the AMA Council on 
Foods and Nutrition, discussed additive problems be- 
fore the Subcommittee. Some of the points brought out 
by panel members were: 

Dr. Emil M. Mrak, California University Agricultural 
Experiment Station. Additives are used to improve or 
preserve flavor, color, texture, nutritional value, to 
make food more attractive to the buyer. 

Harvey K. Murer, General Food Corporation. A high 
concentration of urban dwellers has made additives 
more important; people need a consistent, uniform 
supply of nutritious foods presented in such a way that 
they will buy and enjoy eating them. 

Dr. F. N. Peters, Quaker Oats Company. Industrial 
food researchers continually seek to improve on nature, 
to do what nature fails to do or does inadequately. Ad- 
ditives such as salt and spices have been used since 
ancient times. 

Dr. R. Blackwell Smith, President, Medical College of 
Virginia. Every additive is a different chemical and 
presents a peculiar problem in testing. It is not possible 
to establish any standard of testing procedures. 

With respect to the relationship of additives to 
cancer, the panel agreed that carcinogens in animals 
are not necessarily the same as those in humans. There- 
fore, animal tests are not the whole answer. Further, 
there have been no proven cases of cancer from food 
additives. 

While making no legislative recommendations, the 
panel’s conclusion seems to be that demands for pre- 
testing are unnecessary, unreasonable, and in some 
situations impossible. 


Study of Federal Grants and Aid Programs 
House Res. 312, Representative Landrum (D—Ga.) and 
House Res. 302, Representative Bow (R—Ohio) 


This resolution would create a select committee of 
the House of Representatives to investigate and de- 
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termine justification for initiation or continuation of 
federal aid to state and local governments, independent 
agencies, and individuals. The committee would be re- 
quired to report to the Congress by the end of 1958. 

The House Rules Committee in an extraordinary 
action refused the resolution in the morning and in the 
afternoon reversed itself. In urging the study, Repre- 
sentative Pelly (R—Wash.) pictured some states as 
“simply branch offices of the federal government” as a 
result of federal grants. ‘ 

Congressman Bow spelled out what he thought the 
committee should study: 

(1) What justification now exists for federal aid in 
any field? 

(2) In what states and what fields of activity should 
existing programs be continued, increased, or dropped ? 

(3) What new programs should be started? 

(4) The impact of federal aid programs on states’ 
internal politics, administrative structure and local 
incentives. 

(5) The ability of states to finance activities usually 
the subject of such grants in the future. 

Mr. Bow estimated that the government was spend- 
ing $5.5 billion each year in the grant programs. 


Cigarette and Weight Reducing Advertising 


The Legal and Monetary Affairs Subcommittee of 
the House Government Operations Committee held 
hearings on advertising of cigarettes and weight re- 
ducing preparations just prior to the close of Congress. 

Cicarettes: Noting that Americans will smoke more 
than four billion cigarettes this year, Chairman John 
Blatnik (D—Minn.) said the hearings were to de- 
termine if false and misleading advertising was being 
used in selling cigarettes, particularly filter tips. 

Witnesses brought up the statistical relationship of 
cancer to smoking. The conclusions based on their 
figures were disputed by other witnesses, especially one 
from the tobacco industry. He pointed out that there 
was no medical evidence of value to prove a connection. 
On questioning he could not give scientific information 
on the efficacy of filters in protecting health. 

Walter Wolman, Ph.D., Director of the AMA’s 
Chemical Laboratories, and others testified that filters 
removed nicotine and tars in various amounts. Of 
cigarette holders, it was said that the most effective was 
the one that used an inserted cigarette as a filter. It was 
brought out that an increase in nicotine and tars has 
recently appeared apparently to compensate for 
“taste” that filters remove. The Department of Agri- 
culture testified that its figures show a shift from “light 
tobaccos” to those heavier in tars and nicotine. 

Robert T. Secrest, Acting Chairman of the Federal 
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“You say you can also mix 
it with flavorful orange 
or luscious grape juice?” 


It is hard to decide which is best .. . 
Metamucil with water, milk or fruit 
juice—they combine equally well with 
Metamucil. But: use cool liquid for best 
results. Irritant laxatives are unnecessary 
with Metamucil since this hydrophilic 
mucilloid produces soft, easy stools and 
stimulates normal peristalsis. 


METAMUCIL 


psyliium hydrophilic mucilloid with dextrose 
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Trade Commission, which has jurisdiction over ad- 
vertising, stated that the Commission’s present 
junctive authority was so prolonged and expensive that 
FTC has been operating under a voluntary agreement Nin: 
with the industry governing cigarette advertising. He 
urged that tobacco be classified as a drug so that it 
would be subject to the fast injunction procedures pro- 
vided in the Food and Drug Act. 

In its report, the Subcommittee is expected to 
recommend that the FTC be given more money to hire 
personnel to police cigarette advertising and that the 
law be changed to make injunctions against question- 
able advertising effective immediately. 

While the hearings were under way, two bills re- 
quiring labelling of cigarettes were introduced. H. R. 
8947 by Representative Fino (R—N. Y.) would require 
that the nicotine and tar contents be shown on the 
package or container of cigarettes. S. 2554 by Senator 
Bennett (R—Utah) would require that cigarette 
packages bear the caption ‘‘WarNiNG: Prolonged use 
of this product may result in cancer, in lung, heart, and 
circulatory ailments, and in other diseases.” 

Weicut Repucinc Preparations: After the Blatnik 
Subcommittee completed its hearings on cigarette 
advertising it turned to the subject of weight reducing 
preparations sold over the counter at drug stores. Dr. S. 
William Kalb of Trenton, New Jersey, pointing out 
that the only way to lose weight is to reduce caloric 
intake, said that the preparations were at best a crutch 
to overweight individuals and may be harmful to some 
people. Dr. Leon Hirsh of Cincinnati stated that most 
of the preparations are worthless and harmless but potror 
that those containing phenylpropanalomine are dan- 
gerous because they could cause coronary attacks or 
cerebral hemorrhages in certain individuals. 

Both doctors agreed that a solution to the problem 


Each LUFA capsule provides: 
would be to restrict the sale of such preparations to 
UNSATURATED FATTY ACIDS** 378 mg. 
physicians’ prescriptions. In effect this would end their 
6 mg. 
use because doctors would not prescribe them. 
CHOLINE BITARTRATE 233 meg. 
dil, METHIONINE 110 mg. 
a INOSITOL 40 mg. 
DESICCATED LIVER 87 mg. 
VITAMIN Br2 1 meg. 
VITAMIN E (dl, alpha-tocopheryl acetate) 3.5 1.U. 


“How are your reflexes this morning, Miss Thompson?” 
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_ather 
atherosclerosis 
CAPSULES SUL effectively help 
ormal alpha-lipoproteins = 
d blood cholesterol levels 
‘on of the liver, site of normal metabolism = | 
CAPSULES 
> factors with 
ed Fatty Acids (safflower oil) 
**from specially refined safflower seed oil. Provides 
approximately 294 mg. of linoleic acid. | 
dosage: Therapeutic, 6 to 9 capsules, in divided doses. | 
: Samples, literature and diet charts for patients on request. 
u. s. Vitamin corporation + PHARMACEUTICALS 
250 East 43rd Street 


hew concept! 
COLORIMETRIC 
test for proteinuria 


ALBUSTIX 


TRADEMARK 


REAGENT STRIPS 


just wet... 


entirely new concept 

ALBusTIX Reagent Strips employ a new and different chemical principle 
that indicates the presence of proteinuria by a color change rather than 
by a precipitate in a solution. 


colorimetric readings 

wide-range, graduated color scale eliminates guesswork—no color change 
with a negative urine 

sensitive 

reacts immediately with clinically significant albuminuria 

=. convenient, timesaving 

=. firm, easy-to-handle strip with reactive tip...no waiting...no equipment... 
: no heating...completely disposable 

available: ALBUSTIX Reagent Strips—Bottles of 120. 


...and read immediately 


; ALBUTEST employs the same chemical 

ALBUTEST® principle as ALBUSTIX—colorimetric test 

: for proteinuria. A color guide provides 

BRAND points of reference for interpreting results. 
Reagent Tablets Battles of 100 and 500 reagent tablets. 
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Pro-Banthine® “proved almost invariably 
effective in the relief of ulcer pain, 


in depressing gastric secretory volume and in 


inhibiting gastrointestinal motility. 


““Our findings were documented by an in- 
tensive and personal observation of these 
patients over a 2-year period in private prac- 
tice, and in two large hospital clinics with 
close supervision and satisfactory follow-up 
studies.”* 

Among the many clinical indications for 
Pro-Banthine (brand of propantheline bro- 
mide), peptic ulcer is primary. During 
treatment, Pro-Banthine has been shown 
repeatedly to be a most valuable agent when 
used in conjunction with diet, antacids and 
essential psychotherapy. 

Therapeutic utility and effectiveness 


99% 


of Pro-Banthine in the treatment of peptic 
ulcer are repeatedly referred to in the recent 
medical literature. 
Pro-Banthine Dosage 
The average adult oral dosage of Pro- 
Banthine is one tablet (15 mg.) with meals 
and two tablets at bedtime. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


*Lichstein, J.; Morehouse, M.G.,and Osmon, K. L.: 
Pro-Banthine in the Treatment of Peptic Ulcer. A 
Clinical Evaluation with Gastric Secretory, Motil- 
ity and Gastroscopic Studies. Report of 60 Cases, 
Am. J. M. Sc. 232:156 (Aug.) 1956. 
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